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COMMON SENSE ABOUT 
MEDICAL ETHICS 


M. I. LEFF, M. D. 
Glendale, Arizona 


(Read before the Arizona State Medical Associa- 
tion, at its Forty-third Annual Meeting, held at 
Prescott, June 7 to 9, 1934). 


We are living in a most interesting age. 
Everything is changing before our very eyes. 
Within our lifetime the world around us has 
undergone such a remarkable transformation 
that it is hardly to be recognized as the world 
of our childhood. And this metamorphosis in 
the physical environment has produced even 
more profound changes in the world of ideas. 
No longer do we bow our heads to authority 
and accept the opinions of moral teachers as 
final. Our ethical concepts and spiritual val- 
ues have been subjected to a thorough-going 
revision and a sweeping revaluation by the 
same scientific method by which more ma- 
terial problems are solved and with which 
our age will be identified. And what is this 
scientific method? Let scientist R. A. Millikan 
answer: 


“The Scientific Method consists in not starting at 
all with a priori postulates about the nature of 
reality, or with any complete philosophic system, 
such as all the philosophers of the ancient world, 
idealists and atomists alike, had started with, and 
indeed quarreled interminably over; in discarding 
likewise all intuitive axioms on the one hand and 
authority on the other such as had been the founda- 
tion,of the medieval scholasticism. (Quarterly mag- 
azine, Science, Religion & Philosophy. Summer 
Number, 1931).” 

Using this same method medicine was able 
to keep pace with the general advance in art 
and science. Though we have not yet succeed- 
ed in converting our profession into an exact 
science, we have been making great strides 
towards that ideal. 

Not so in our system of ethics. In this im- 


portant field we have been content to rely up- 





on authority in disregard of the scientific 
method. Thus our modern sophisticated 
young medicos are made to swear that they 
will obey antiquated ethical concepts in the 
name of Aesculapius and a collection of other 
gods and goddesses that had been definitely 
laid to rest.more than fourteen centuries ago. 
And our Twentieth Century Medical Code is 
built upon principles evolved by men who 
had only a vague conception of scientific med- 
icine; none at all of the complexities of mod- 
ern life. 

Now the mere fact that the Code is old 
does not necessarily invalidate it. If our sys- 
tem works or is workable, we do not have to 
change it just so that we may be in tune with 
the changing world. But does it work? It is 
the purpose of this paper to look into our 
Code of Ethics, to examine its precepts and 
compare them with the conduct of the major- 
ity of the members of our profession, and, if 
found contradictory, to attempt a revaluation 
of these principles in harmony with the re- 
quirements of modern life. 


But let me first warn the timid souls in our 
midst that during our excursion in this neg- 
lected field we are liable to stumble on a 
number of hidden facts which many would 
prefer not to uncover. To gaze upon them in 
their true form might hurt the susceptibilities 
of some esthetes among us. This considera- 
tion, however, should not deter us from our 
goal. A group of men engaged in the gentle 
art of prescribing all kinds of nauseating stuff 
for others cannot with propriety decline a sip 
of bitter medicine themselves once in a while. 

The terms “ethics” and “morals” are syn- 
onymous, and are derived from the Greek and 
Latin words ethos and mores respectively. 
Originally these words meant custom, usage. 
He was moral or ethical who followed the cus- 
toms of his neighbors. A non-conformist was 
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immoral. Later the words were given a more 
restricted meaning. Only such customs whose 
performance entai'ed more or less of a sacri- 
fice on the part of the performer could be 
designated as ethical. A still later develop- 
ment restr:cted the scope of ethics still more. 
For an act to be moral it must be of some 
benefit to a second party in addition to the 
certain degree of self-sacrifice on the part of 
the party of the first part. Thus a man sitting 
down to dinner attired in a full dress suit in 
a hot summer’s night may be quite uncom- 
fortable but not necessarily ethical. 


Ethics are not always and everywhere the 
same. They change with changes in general 
or local conditions. Some of them are dropped, 
others are enacted into law. Most moral con- 
cepts, however, have become quite stable and 
their acceptance or rejection on the part of 
any individual is still more or less voluntary. 


The motive that induces people to be ethi- 
cal against their natural inclinations is either 
fear of punishment or hope for reward. The 
punishment may be hell fire or public cen- 
sure; the reward, heavenly bliss or earthly fa- 
vors. There are said to be some individuals 
who are moral for apparently no such selfish 
reasons. If so, they are the exceptions that 
prove the rule. Moreover, modern matter-of- 
fact psycho‘ogists tell us that even these ex- 
ceptions are not really so disinterested as they 
may appear to the bystander, or even to their 
own conscious selves. 


In addition to general rules of ethics certain 
groups have from time immemorial adopted 
special ethical codes for the guidance of the 
members of their brotherhoods. These organ- 
izations may be religious or secular. Examples 
of the first are the various religious orders; 
of the second, the Russian Communist party. 
These special codes are more stringent and 
demand a greater degree of self-sacrifice of 
the votary than do the ethics of the general 
public. Membership in such organizations be- 
ing voluntary, the initiated is expected to ad- 
here strictly to the rules or quit the fra- 
ternity. While we expect every citizen to act 
ethically, if he fails we do not generally con- 
demn him. An ordinary mortal may be un- 
ethical and still be admitted as a good fellow. 
But one who makes a claim to a special ethi- 
cal conduct must either live up to his claim or 
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be branded an Elmer Gantry. The world hates 
a hypocrite. 


The learned profeszions also elaborated spe- 
cial codes of conduct. The medical profession, 
being one of the oldest, can boast of one of 
the o dest ethical codes—how old, is as yet 
unknown. For a long time it had been accept- 
ed that Hippocrates was the ethical law-giver. 
Put the Ebers Papyrus revealed that the 
Egyptians preached ethics as well as practised 
medicine a thousand years before the birth of 
the Father of Medicine. Nor can the Egyptian 
priest-doctors be regarded as the founders of 
medical ethics. We find some form of medical 
ethics among the practitioners of the most 
primitive tribes. And how could it be other- 
wise? If disease is caused by supernatural 
beings, the doctor who undertakes to propiti- 
ate or ca’o'e those powers must himself be a 
kind of a demigod, and would naturally be- 
have differently from ordinary mortals. In 
our age, when the divine theory of disease 
has been replaced by the germ theory, and 
when medicine has definitely parted company 
with theology, the doctor is no longer expect- 
ed to possess a special pull with the Almighty. 
But, though we have discarded the high hat 
and the swallowtail suit as a concession to 
modernism, we still retain a feeling that in 
some way we are different from the rest of 
humanity. Accordingly, we still do lip service 
to a code of ethics which came down to us 
from the good old days when medicine men 
really were different. 


Our Principles of Medical Ethics was erect- 
ed by the A. M. A. upon the foundation of the 
code of Hippocrates, in 1847. Here are some 
of the high lights of the Principles: 


Sec.1. A profession has for its prime object the 
service it can render to humanity; reward or fi- 
nancial gain should be a subordinate consideration. 


Chap. II, Art. 1, Sec. 1. The obligation assumed 
on entering the profession requires the physician 
to comport himself as a gentleman and demands 
that he use every honorable means to uvhold the 
dignity and honor of his vocation, to exalt its 
standards and to extend its sphere of usefulness. 

Sec. 2. A physician must keep himself pure in 
character and conform to a high standard of mor- 
als — he should also be modest, sober, patient, 
prompt to do his whole duty without anxiety, pious 
without going so far as superstition, conducting 
himself with propriety in his profession and in all 
actions of his life. 

Sec. 7. Physicians should’ expose without fear 
or favor, before the proper medical or legal tri- 
bunals, corrupt of dishonest conduct of members 
of the profession. 

Art. VI. Sec. 1. The poverty of a patient... 
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should command the gratuitous services of a phy- 
sician. 

Chap. III, Sec 1. Physicians, as good citizens, 
and because their professional training specially 
qualifies them to render this service, should give 
advice concerning public health of the community. 

Sec. 2. When an epidemic prevails, a physician 
must continue his labors for the alleviation of suf- 
fering people, without regard to the risk to his 
own health or life, or to financial return. 

Sec. 3. Physicians should warn the public 
against the devices practiced and the false preten- 
sions made by charlatans which may cause injury 
to health and loss of life. 

Conclusion . . . . Finally, these principles are 
primarily for the good of the public, 

To sum up: We doctors are dedicated to 


the service of humanity. To exert ourselves 
to the utmost for our patients’ welfare is not 
enough. We are obligated to safeguard the 
health of the community as a whole. In times 
of stress we, like police officers or firemen, 
must stick to our posts even at the risk of our 
very lives. But, unlike those public servants, 
we are not to condition our services by mone- 
tary reward. In addition to the purely medi- 
cal work, for which were trained, we must 
also assume the duties of the judiciary and 
help bring to justice corrupt doctors. As for 
our private lives, we are to compete with the 
reverend c'ergy in the austerity of our mode 
of living. 

We cannot help admiring this wonderful 
code. It surely does credit to the wonderful 
men who live up to it, men who, caring abso- 
lutely nothing about themselves, have conse- 
crated their lives to the good of mankind. 
The question is, only, what has such a code to 
do with our Twentieth Century medical pro- 
fession? To be sure, there are some moral 
giants among us who can, and do, live up to 
these sublime principles. But that is not on 
account of their being doctors, but because 
they are supermen. Whether due to heredity, 
environment, or the activity of the endocrine 
glands, some individuals are made of a finer 
texture than the rest of the herd. You will 
find them in variable grades of perfection in 
every profession and walk of life. And I am 
reliably informed that an honest man may be 
found even among Los Angeles realtors, if 
you look hard enough. As for the rank and 
file of the medical profession, they behave as 
any other group of men would under similar 
conditions. 

So, let us stop patting ourselves on our 
backs, like lunch-club members, and repeating 
the long-since-exploded assertion that we are 
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a'truists. We are not. For it is only reason- 
able to ask how and when did we get that 
way? We know how the members of the 
other learned profession, the clerical, got that 
way: they heard the Call and responded to it. 
But we took up medicine, not as a calling but 
as a career. The astounding declaration of our 
code that a pro‘ession has for its prime object 
the service it can render to humanity, is sim- 
p'y not so. A profession is defined by Webster 
as “that of which one professes knowledge,” 
and by the Standard Dictionary as “an occu- 
pation that properiy involves a liberal educa- 
tion or its equivalent, and mental rather than 
manual! labor.” Moreover, nothing was said 
to us about the primary and secondary objects 
of our prospective profession at matriculation. 
Accordingly, when we burned midnight oil 
over Gray’s Anatomy in preference to en- 
gaging in some more joyful pursuits, it was 
not because we had been fired by the great: 
and glorious expectation ‘of {helping suffering 
humanity, but rather by the less noble but 
more practical vision of social and financial 
advantages. It was also during our student 
days that we became aware of the uninspiring 
fact that even among medical faculty mem- 
bers ability and character alone do not always 
rece_ve proper recognition. 

After four years of hard labor we are given 
our degrees and sent out into the world to ad- 
minister to the sick with all the rights and 
privileges enjoyed by the rest of the fra- 
ternity. And here we get another illuminat- 
ing lesson of the value of our principles. For 
the profess:on to permit recent graduates with 
hardly any practical training to treat all kinds 
of ailments as full-fledged physicians and sur- 
geons, does not demonstrate much concern 
for the welfare of humanity. The less scrupu- 
lous are quick enough to learn that important 
lesson, and, if they do not expect to make 
profitable connections through a_ hospital 
training, hang out their shingles and are ready 
at once to serve humanity for a price. The 
more able among these business men do attain 
some degree of efficiency through a long pro- 
cess of trial and error upon their unsuspect- 
ing victims. The less gifted ones remain med- 
ical cripp'es for life. For lack of training, and 
not for any particular scruples, they are com- 
pelled to have frequent consultations and to 
send to specialists a good deal of the work 
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that the average doctor should know how to 
handle himself. Thus may be explained the 
fondness of some efficient doctors for these 
incompetents. 

The more conscientious graduates, refusing 
to take advantage of the innocent patients, 
seek to complete their training in hospitals. 
And what do they get for their pains? It is 
not an exaggeration to state that no other set 
of civilized men are compelled to stand as 
much abuse as internes in some large hos- 
pitals. Many superintendents look upon in- 
ternes as inferiors, to be kept in their places 
by strict military discipline. To save the small 
expense of an extra man, the number of in- 
ternes is limited to a minimum. The members 
of the average medical staff have no time for 
finding out how their slaves are faring. In- 
stead of protecting the interest of their young 
brothers, who incidentally work for them for 
nothing, they usually bow down to the wish- 
es of the hospital authorities and pile work on 
the inadequate number of internes without 
regard for the limit of human endurance. And 
woe unto the poor interne who, out of sheer 
exhaustion, lets a retractor slip from his hand 


during an operation. He is liable to be re- 
buked by the surgeon in the presence of ev- 


erybody. And the same great man is very 
proper and patient with the half-baked busi- 
ness doctors who did not bother to take up 
hospital training, but send him plenty of work. 
The interne notices that, and, naturally, draws 
the logical conclusion. The interne also is 
called upon occasionally to assist at operations 
for which there are no better indications than 
the surgeon’s need of a fee or experience. 
Later on, as his acquaintance with the qualifi- 
cations of the various staff members increas- 
es, the interne makes another momentous dis- 
covery, and that is, that to obtain appoint- 
ments and gain advancement on the staff of 
the hospital, character and erudition are not 
as important as political pull; that for the lack 
of such influence, or for not being able to act 
the part of a flunkey, many an excellent man 
is kept way down the line, while the higher 
positions are filled with medical potentates 
who, despite their make-up, are revealed to 
the interne’s critical eye as so many stuffed 
shirts. 

No, the hospital, with its petty politics and 
pettier big-men, is decidedly no place where 
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the average interne might be inspired with 
love of truth and with a zeal for the service 
of humanity. 


When and where, then, does the holy spirit 
of idealism descend upon us? And what is 
there in the theory or practice of medicine 
that will change an ordinary mortal with nor- 
mal self-centered inclinations into a self-sac- 
rificing saint? Nothing that I can see. On the 
contrary, by acquiring an intimacy with the 
human body and its afflictions which to some 
may breed contempt, a weak character would 
probably become even less upright than he 
would have been in another profession. 


As for the binding power of the code, the 
young doctor has not enough evidence of its 
effectiveness in the conduct of the older 
brethren. The result is an ugly cynicism and 
a progressive weakening to temptations in the 
struggle for existence. Practice makes perfect, 
and some of us become perfect scoundrels. 
This may be putting it too strong. But is it? 
Let us see. 


Your car does not work well. The mechanic, 
whom you trust, makes some elaborate repairs 
and charges you accordingly. You then dis- 
cover that the only thing the car really need- 
ed was a slight adjustment of the carbureter. 
What would you think of the mechanic? 


Now, when a patient is suffering from a bad 
cold, with an annoying cough, and his doctor 
tells him that he has pneumonia (I am refer- 
ring to an actual case), rushes him to the hos- 
pital, puts him to the expense of day and 
night nurses and then sends the grateful pa- 
tient a fat bill for saving his life, what shall 
we think of the doctor? 


And how about the surgeon who subjects his 
patient to the dangers of a laparotomy with- 
out definite indications: in fact, even when he 
knows well that the operation will not accom- 
plish any better results than those which 
could be obtained from medicinal and dietetic 
measures? How shall we label such a speci- 
men? And yet, how many thousands of young 
women have been made miserable for life by 
unnecessary oophorectomies? And how many 
humanitarian surgeons are there still at large 
who even now remove tubes and suspend 
uteri for purely monetarian reasons? Now, 
let us go a step further: suppose peritonitis 
follows the unnecessary operation, or later on 
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in life the patient comes down with acute ob- 
struction as a result of it, and dies. Is, or is 
not, the surgeon the murderer? 

Or, take the case of the doctor who has 
been too busy or too lazy to attend medical 
society meetings, or even to read current med- 
ical literature, and hence still treats pulmon- 
ary tuberculosis with iodides, and acute ab- 
dominal obstruction with heroic doses of cas- 
tor oil. Isn’t that man a killer? 

You will say that these ignoramuses and 
butchers fortunately form only a small per- 
centage of our profession; that by far the great 
majority of doctors are hard-working, con- 
scientious men who may be mistaken at times, 
but never dishonest in their diagnosis and 
treatment. Quite so. But this is not enough, 
according to our Code: 


“Physicians should expose . . . to the proper tri- 
bunals corrupt or dishonest conduct of members 
of the profession.” (Sec. 7, Ch. IT.) 


How many corrupt or dishonest surgeons 
did we expose to the proper tribunals in the 
last five years? In the last fifty years? 

But let us look into some of the practices of 
the ethical majority and see whether they are 
above criticism. Whenever, due to an error 


of judgment, things go bad with the patient, 
we comfort ourselves with the well-known ob- 
servation about medicine not being an exact 


science, mistakes are inevitable. This would 
carry more conviction if the majority were in 
the habit of doing everything possible in order 
to avoid making a mistake. Can we honsetly 
maintain that most of us have such laudable 
habits? Decidedly not. 

It is obvious that an upright judge cannot 
preside over a case in which he has a personai 
interest. And with all the imperfections of 
our system of justice, we could not visualize 
an arrangement whereby the judge is also 
the sheriff, and, instead of a salary, is paid a 
commission from the collections he himself 
makes of fines he himself imposes. And yet 
this is exactly what our surgeons are constant- 
ly doing, with the tacit approval of our Code. 
In borderline cases, where so much depends 
upon clear and impartial thinking, how can 
an honest surgeon trust in his own judgment 
when the difference between a prescription 
and an operation means so much to his in- 
come, upon which he depends for a living? 

Some doctors still pray to the Lord not to 
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lead them into temptation, thereby admitting 
that unaided by Grace they might succumb. 
And yet the same pious doctors, even before 
ascertaining that their prayer was answered, 
will undertake to decide alone, without any 
other check than their own judgment, wheth- 
er a patient suffering from chronic sinusitis 
should use a spray or be subjected to a rad- 
ical operation, despite the fact that the differ- 
ence to the doctor’s bank account would be 
the difference between five dollars and five 
hundred dollars. But instead of hypothetical 
questions, let me quote an actual occurrence 
to show how the judgment of even honorable 
surgeons may be distorted in such cases. 

I was giving ether to a patient on whom a 
gastro-enterostomy was to be performed for 
ulcers of the stomach. No ulcers were found 
in the stomach, and a thorough search. failed 
to show pathology in any other organ of the 
abdomen. The surgeon and his assistant were 
above the average in ability and honesty, and 
I believed them when they assured me that 
the symptoms were very definitely those of 
gastric ulcers. To my question: “What was 
the Wassermann reaction?” I received the 
astounding reply that they did not deem it 
necessary to subject the not well-to-do patient 
to extra laboratory expenses when the diag- 
nosis was so obvious. Being honest men, they 
readily admitted that in this case their solici- 
tude for the patient’s five dollars miscarried, 
and they felt very much chagrined when the 
subsequent laboratory test showed a 4-plus 
Wassermann. 

Now, this case deserves some analysis: Here 
are two able and honest surgeons ready to un- 
dertake a very serious operation which would 
cost the patient several hundred dollars and 
endanger his life, and yet they omitted a most 
important step in differential diagnosis in or- 
der to save him five dollars. How can we ac- 
count for such strange economy? “Plainly 
enough,” replies the Freudian, “consciously 
they were honest men and the mere sugges- 
tion that their judgment might have been in- 
fluenced by monetary considerations would 
have shocked them profoundly. Unconscious- 
ly, however, they wanted the three hundred 
dollar fee for the gastro-enterostomy badly. 
A Wassermann test might have endangered 
the realization of their unconscious desire. 
The Conscious is for Wassermann and the Un- 
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conscious is firmly opposed to it. A conflict 
ensued. For the selfish Unconscious to urge 
upon the virtuous Conscious the fee as a de- 
ciding factor would only serve to defeat its 
own ends. A more effective method is to 
diplomatically make use of the mechanism 
known as Rationalization. And by substitut- 
ing the lame, but noble, reason (for omitting 
the Wassermann) of saving the poor patient 
an added expense of five dollars, for the more 
sensible though wicked motive, the desire for 
the bigger fee, the wool is pulled over the 
eyes of the righteous but not wholly indiffer- 
ent Conscious, and the three hundred dollars 
are made safe for the good doctors. 


“The unconscious is essentially dynamic and cap- 
able of profoundly affecting conscious ideational 
or emotional life without the individual’s being 
aware of this influence.” 


(The Structure and Meaning of Psychoanalysis, 
p. 24. Healy, Bronner and Bowers.) 


How then can an honest man safeguard him- 
self and, incidentally, his patient, against the 
machinations of his unconscious egotism? 
Very simply. Let him refuse to operate, ex- 
cept in emergencies, without a consultation 
with an efficient internist. The consultant, 
whose fee is the same no matter what treat- 
ment he recommends, should be able to ren- 
der a more impartial opinion than the inter- 
ested surgeon. 


Several years ago the writer suggested this 
plan at a county society meeting, and the 
scolding he received for it from a leading sur- 
geon of that city convinced him that even 
leading surgeons would do well not to trust in 
their self-righteousness too much. 


“For a gift does blind the eyes of the wise, 
and pervert the words of the righteous.” 

Another county society is accustomed to 
spend one evening a year in kidding itself 
with pious sermons on medical ethics. In the 
course of one such revival meeting a member 
became inspired, and suggested that, as a 
check to the haphazard way in which some 
doctors diagnose and treat their cases, the 
names of the attending doctors be given when 
the monthly death list is reviewed at the hos- 
pital staff meetings. The reasonableness of 
such a plan is self-evident. The average doc- 
tor will surely be more careful when he 
knows that, in case of a fatal ending, his work 
will be scrutinized by the medical fraternity, 
than when he is certain that, no matter what 
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happens to the patient, his reputation will suf- 
fer no harm. Was that sensible suggestion 
adopted by the society of saints? It was not. 

Several months later, during a hospital staff 
meeting, the achievements of a certain ideal- 
ist were related, without mentioning his name, 
of course. Of the seven operations that ended 
fatally during the preceding month, four were 
performed by him, and there was much bun- 
gling in the diagnosis and management of ev- 
ery one of those four fatal cases. The doctor 
reviewing that death list, and visibly moved 
by the record, made a strong appeal that 
something should be done about it by the 
staff. The audience was stirred to action, and 
the old suggestion about naming attendant 
doctors was dug up and passed unanimously. 

Now, why was not that preventive meas- 
ure adopted before? Is it not terrible to think 
that some of the dead ones might still be walk- 
ing this earth had that simple device been 
adopted earlier? But, at the very next staff 
meeting, that pious resolution, which had been 
passed in a moment of righteous indignation, 
was ignored completely by the same staff, to 
the great joy of the unscrupulous. 

Let us now pass on to another common 
practice which ‘further ‘illustrates how low 
some doctors can sink in their greed for easy 
money and how little the profession exerts 
itself to protect the interest of humanity or 
the “dignity and honor of our vocation.” I 
refer to the disgraceful performance of some 
of our insanity “experts”, feigned and real. 

When a psychiatrist testifies that a murder- 
er who is sane now had been seized by an at- 
tack of insanity at exactly seventeen minutes 
past three o’clock on a certain afternoon nine 
months ago, just before he did away with his 
victim, the question naturally suggests itself, 
how in the name of Aesculapius does he know 
that? No doubt such a phenomenon might oc- 
cur. But by what medical signs can the expert 
conclude positively that it did occur in this par- 
ticular case? And should not the fact that his 
opponent, perhaps as great an authority as 
himself, is just as positive that the defendant 
did not suffer from such an attack, cause him 
to. doubt the soundness of his own opinion 
and, therefore, refuse to lend his prestige to 
the claims of shyster lawyers in their attempt 
to obstruct justice? The worn-out excuse of 
medicine being an art does not apply here. 
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For even artists, outside of the impression- 
istic fringe, have certain universally recog- 
nized rules. Surely psychiatry, though not an 
exact science, is nevertheless not as crazy an 
art as to make it impossible for two of its ex- 
ponents to agree on a diagnosis. Why do not 
the two experts examine and study the case 
together, and then testify on the same side or 
refuse to testify for lack of a positive opinion? 
Such a course would be honest and digni- 
fied. But when, to the notorious “hypotheti- 
cal question,” the expert for the defense al- 
ways answers “Insane!” and the expert for 
the state just as readily exclaims “Sane!” we 
cannot help thinking that “there is something 
rotten in Denmark.” 


Now, while the ways of experts are in- 
scrutable, they at least make a study of psy- 
chiatry and have a right to form an opinion, 
even in cases where the diagnosis is not ob- 
vious to the average physician. But what bus- 
iness has a general practitioner in a contest- 
able insanity case? How can one who is not 
specializing in psychiatry honestly delude him- 
self into believing that he and not his oppon- 
ent is right? And why has not the medical 
profes-ion taken a stand in this scandalous af- 
fair for the sake of public security as well as 
for the honor of the profession? 


But here is another actual case. Not very 
long ago two doctors testified under oath as 
experts that a certain defendant in murder of 
the first degree was insane at the time he 
killed a man, though that took place several 
months before the doctors laid eyes on 
the defendant. During the cross examination 
by the attorney for the state, these men were 
unable to classify psychoses, or to name a 
standard textbook on insanity, from which 
they derived their wisdom. Indeed, their 
knowledge of the subject was so meager that 
no reputable teacher of psychiatry could pos- 
sibly have given them more than a zero for 
their showing. It was quite obvious that these 
men committed perjury and conspired to ob- 
struct the ends of justice for money. Did the 
medical profession expose “without fear or 
favor” these anti-social imposters to the prop- 
er authorities? The names of those two pub- 
lic enemies adorn the membership list of that, 
County Medical Society to this day! 
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So much for our labor in behalf of the 


“prime object” of our profession. 
p 


How about the principles regulating the 
conduct among doctors themselves? Here, one 
would imagine, our profession should come 
out with flying colors. Considering the bitter 
struggle we must wage against all forms of 
competition, legalized and otherwise, common 
sense would dictate that for the sake of self- 
preservation, if for no other reason, complete 
harmony should reign among ourselves. Is 
not cooperation the fetish of all success wor- 
shippers? Nevertheless, here again we have 
been tried and found wanting. 


We have already seen with how much con- 
sideration the older doctors treat the young 
internes. The relations of practitioners to their 
equals are not much better. For, despite Sec- 
tion 3, Article IV, Chapter 2 of our Code, 
some doctors do grab patients from one anoth- 
er without making any bones about it. Others, 
the majority, perhaps, may not stoop to such 
piratical practices, but neither do they care 
much where their patients come from. Very 
few indeed take the trouble to find out wheth- 
er the late attending doctor had been “proper- 
ly” dismissed. Neither are many doctors very 
finicky about expressing adverse opinions of 
their colleagues behind their backs. The only 
time we are really kind to each other is at 
scientific meetings. It seems to be an unwrit- 
ten rule that any paper, no matter how banal 
and dull, must be hailed as a masterpiece and 
applauded vigorously. In this way, we seem 
to propitiate our consciences for any wrong 
we may have done the author outside the 
meeting room. 

To break the monotony, I want to mention 
one rule of our Code which is pretty well ob- 
served. I refer to the ban on medical adver- 
tising. Of course here and there a bit of pub- 
licity does crop up about some member, who 
is “surprised” to find his name in the press. 
Occasionally, a colleague might even employ 
quite ingenious methods for the sake of get- 
ting a taste of a little publicity. On the whole, 
however, the physician does keep off the 
front page. If only the medical societies would 
act with as much reserve! Unfortunately, of 
late, the medical profession collectively has 
gone in for publicity with as much gusto as 
automobile vendors. From the newspaper col- 
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umns, the magazine pages, the broadcasting 
studios, and the lecture platforms, we are 
deluging the public with medical propaganda. 


Needless to say that in this, as in anything else 
we undertake, our interest is solely in the 
public welfare. Our aim, we proclaim, is to 
educate the people in preventive medicine, 
acquaint them with the latest discoveries of 
medical science and warn them against the 
dangers lurking in quacks and patent medi- 
cines. Yet, in the light of what was brought 
out before, one may be pardoned for doubting 
the official reason for this unprecedented pub- 
licity campaign. Our motives would be less 
open to suspicion had we first done a little 
housecleaning among our own incompetent 
and dishonest brethren. For all the chiro- 
practors and Christian Scientists engaged in 
active business in these United States of 
America are not so dangerous to the public 
as are a few ignorant or unscrupulous regu- 
lar M. D.’s. How much real harm can a chiro 
do the average patient by punching his back? 
Yes, he might dislocate a cervical vertebra or 
hasten the end of a sufferer from Pott’s dis- 
ease. But how often does that happen? Oh, 
yes, how about the harm done by delaying an 
urgent operation? Well, how about the harm 
done by the doctor who treated a little girl 
for a cold for a whole week without once look- 
ing into her throat, until even an intubation 
could not save her? And how about the learn- 
ed colleague who kept on injecting an iron 
preparation under a woman’s skin for anemia 
until another doctor found that she was suf- 
fering from an inoperable cancer of the cer- 
vix? And how about the good old doctor who 
kept on reducing a child’s fever without try- 
ing to find the cause until it succumbed to 
septic meningitis secondary to otitis media? It 
is the same old story: it is news when a pa- 
tient meets his untimely end through the ef- 
forts of a quack; it is not news when the same 
result is achieved through the agency of an 
M. D. 


Some medical societies in their rush for 
publicity go so far that they even overstep the 


bounds of good taste. It has come to such a. 


pass that the public finds it exceedingly diffi- 
cult to dodge the benevolent attentions of the 
chiros and medicos. Take a state fair, for in- 
‘stance, People go to a fair withithe intention 
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of looking at the home products in industry 
and agriculture; to examine pigs, cattle, and 
racehorses; to take in a side show and let the 
kiddies ride the loop-the-loop and the merry- 
go-round; in short, to forget the daily grind 
and spend a couple of hours having a good 
time. But no, it can’t be done. The poor citi- 
zen must first be made to listen to a lecture on 
the spine as the source of all human ailments, 
And, not to be outdone by our friends, the 
spine adjusters, we go them one better and 
offer to examine anybody and everybody, 
free of charge, right there and then. Come 
one, come all! 


Now, how much is such an examination 
worth? Do the fair grounds provide the prop- 
er atmosphere for a scientific medical exam- 
ination? And do the morons who fall for such 
stunts bring with them the proper mental at- 
titude to give the examiner a clear history, 
which is so indispensable for a rational inter- 
pretation of the findings? And yet, when it 
was moved before the County Medical Soci- 
ety, the keeper of the profession’s conscience 
and dignity, to keep its members out of the 
fair grounds, the motion was able to muster 
only two votes. 


However, if clownish performances on the 
fair grounds, and the ballyhoo in connection 
with the annual quest for the one hundred 
percent baby do little harm to any but our 
self respect, such is unfortunately not the case 
with the new advertising scheme—the fre- 
quent “round-ups” of crippled children. For 
weeks ahead of that great humanitarian and 
scientific event, we spread the glad tidings 
through the local press and radio that at a 
certain date the medical savants will hold a 
“clinic” for crippled children. Hopes rise in 
the breasts of the unfortunates and their 
parents that now, when the entire medical or- 
ganization, instead of only the family doctor, 
is going to devote its skill and learning to the 
little invalids, something wonderful will sure- 
ly happen to the sufferers. What happens is 
this: the little cripples are crowded in the 
clinic, and rushed from one room to the other 
to be examined by men who have no special 
training nor sufficient time to make a correct 
diagnosis, to say nothing about suggesting 
proper treatment. What is more, these same 
children have been under the care of as com- 
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petent doctors as are to be seen at the clinic, 
and those doctors had plenty of time to study 
the cases and to do whatever could be done 
for them much more efficiently than clinic 
doctors can hope to do during the round-up. 
What benefit, then, does the patient derive 
from these clinics? Just nothing. And how 
about the false hopes we raise in the poor 
sufferers? On every occasion we publicly ex- 
claim our indignation against that scum of hu- 
manity which deals in cancer remedies, not so 
much for robbing the unfortunate of his mon- 
ey, but for what is much more cruel, inspiring 
in him vain hopes which must end in despair. 
And then we go and do likewise. A piece of 
cheap publicity at the expense of suffering 
humanity. Must we imitate the chiros all the 
time? ‘They invade all avenues of publicity— 
we do the same. They examine children chiro- 
practically—we conduct clinics orthopedically. 
Now that they have started to examine the 
backs of beauty bathers on the beaches, what 
are we going to do? Is it not about time that 
we show a little more respect for our vener- 
able profession and leave the shameful field 
of cheap publicity to the quacks? If we don’t, 
the public will soon become so confused that 
they will not know the difference between a 
C. D. and an M. D. 


I believe I have shown conclusively that the 
medical Code of Ethics does not exist in real 
life. This is not meant as an indictment against 
our profession. My thesis is not that doctors 
as such are worse than others, but that they 
are not better than others. An unscrupulous 
surgeon performs an unnecessary operation 
for money, the same as the shyster lawyer 
saves a gangster from the gallows for money. 
That the results of the doctor’s misdeeds are 
often more terrible than those of the lawyer’s 
is obviously not due to the relative qualities 
of their characters. Either one is doing all he 
can for himself to the fullest extent of his op- 
portunity. And it surely is not the doctor’s 
fault that his opportunities for evil doing are 
greater. To those who claimed that the Cath- 
olic church was by nature more cruel than 
the Protestant churches, Lecky replied: 


“She (the Catholic church) persecuted to the full 
extent of the power of the clergy, and that power 
Was very great. The persecution of which every 
Protestant church was guilty was measured by the 
same rule, but clerical influence in Protestant 
countries was comparatively weak.” 
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It is too bad, of course, that the medical 
profession offers opportunities for more seri- 
ous harm than do the other professions. But 
this is no reason for going to the other ex- 
treme. To be sure, we are no supermen, but 
neither are we less than men. 

Now, if it is true that we are only human 
beings, why then should we retain a Code 
which was made for and by saints? There 
might have been some ground to argue in its 
favor, had the medical profession shown any 
inclination to enforce it. But inasmuch as we 
ignore it completely in practice, why stick to 
it in theory? The very foundation upon which 
our Code apparently rests, namely, the dog- 
ma that a profession has for its prime object 
the services it can render to humanity, has 
been shown to be erroneous. Such a defini- 
tion could be applied to the profession of the 
priest-doctor, and rightly so. For, as in his 
former capacity, he is primarily interested in 
his parishioner’s soul and only incidentally in 
the priest’s purse, so, when called upon to act 
as a healer, the priest should also be interested 
primarily in his patient’s body. It is sheer 
nonsense, however, to expect the same meas- 
ure of self-abnegation from a secular doctor. 
Votaries of other professions, architects, en- 
gineers, lawyers, and editors, do not pretend 
to be primarily interested in the public. Why 
then should we? 

Besides, what has the public done for the 
medical profession to deserve this extraor- 
dinary consideration? When they want us, we 
must be at their call, day and night. When the 
service is over, the doctor is the last to be 
paid, if paid at all. It is very rare to find a 
patient who will come around to express grat- 
itude for what we did for him, even if we 
actually saved his life, but it is quite common 
for people to slander their doctors if they 
were unable to perform miracles. And how 
they do abuse our misplaced conception of 
charity! The writer was called out of bed in 
a stormy night to treat a poor Mexican woman 
several miles away from his home. The Amer- 
ican lady who called him was kind enough to 
inquire of the writer whether she could be 
of any assistance. When the writer told her 
that he would appreciate a check right then 
instead of having to send her a bill at the end 
of the month, the kind lady was shocked. And 
her answer to the writer’s query whether she 
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would call the druggist out of bed and ask 
him to bring up medicine without expecting to 
pay him, is characteristic. “But you are a doc- 
tor,” she exclaimed, “and I thought I was do- 
ing a humanitarian act by calling you to treat 
a poor woman.” 

As for the patients themselves, we all know 
how ready so many of them are to plead pov- 
erty in order to make use of free dispensaries. 
The same people who would be ashamed to 
apply to charity for food or cover, have no 
hesitancy in accepting charity given them in 
free clinics. Nor are the organizations in 
charge of the dispensaries very particular 
about the economic status of the applicants. 
All that they seem to be interested in, is in fat 
annual reports containing long lists of patients 
treated at the institution free, even if it does 
mean so many dollars diverted from the doc- 
tors’ pockets. To cheat the medical profession 
does not seem to be a serious offense. Don’t 
the doctors themselves claim that they are pri- 
marily interested in the service of humanity? 
What harm then if a patient of ordinary means 
is treated in the dispensary? He can find 


plenty of places to put the money saved in 


that manner. He might use the money io 
make a payment on the car, or radio, for in- 
stance. And how do the people reward us for 
all the free service we give them? They aid 
and abet everybody and everything that works 
against us. And when we point out to them 
how dangerous it is to trust in illegal healers, 
they go ahead and legalize the quacks. Saints, 
of course, may overlook all that. But for us 
under these circumstances to tell the world 
that we are interested in their welfare more 
than in ourselves and our families is not mere- 
ly untrue—it is ridiculous. 

Let us then be done with sham, and place 
our Code in the museum where it belongs, to- 
gether with Egyptian papyrus and Greek med- 
ical divinities. Let the priest be “pure, mod- 
est, patient,” and so forth, and let us be “up- 
right men instructed in the art of healing.” 
In a word, let us be doctors, and not altruists 
and moralists. And to those of us who might 
object because of fear that by giving up our 
sublime principles people will stop respecting 
us, I would answer that people do not respect 
us even with our principles. If they did, they 
would not ask us unblushingly to perform 
abortions and commit perjury on all kinds of 
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false certificates. Moreover, there is no valid 
reason why doctors should be respected more 
than chemists or actors. Respect is inspired 
by some extraordinary accomplishment of 
character or wisdom. And there is nothing in 
our profession calculated to change an ordi- 
nary person into a respectable sage. Let us 
be men enough to face the facts, unpleasant 
as they may appear. And the fact is, that the 
average doctor is a narrow minded medi- 
ocrity. He started the study of medicine with 
a poor educational equipment, and he has nev- 
er taken the trouble to catch up with the main 
currents of intellectual advance. Try to dis- 
cuss with him any serious question outside of 
medicine and golf, and you will find him woe- 
fully uninformed and prejudiced. How many 
doctors belong to literary or philosophic so- 
cieties? How many are actively interested in 
movements which aim to make this world a 
better place in which to live? Watch the be- 
havior of a group of average doctors at a con- 
vention. See how heartily they applaud every 
so-called scientific paper, even if it is devoid 
of one original thought. Follow them into a 
smoker and listen to the stuff that passes for 
“humor”, and you could hardly distinguish 
them from any other collection of Babbitts. 
As for those among us who really deserve re- 
spect, they will get it, code or no code. 

What, then, are the results from our retain- 
ing the bombastic Code? It makes cynics of 
the young doctors, it supplies effective am- 
munition to the charlatans, it encourages the 
exploitation of the profession and at the same 
time it increases the public distrust in us, and 
it makes us look ridiculous in the eyes of 
thoughtful people. Surely this is too high a 
price to pay for the thrill one may derive from 
pretending to belong to an ancient and honor- 
able fraternity of saints. 

By giving a decent public burial to our dead 
or stillborn ethical code, we shall gain in self- 


. respect, and we shall also have made an im- 


portant contribution toward improving the 
precarious economic condition of our profes- 
sion. As long as we keep on proclaimnig that 
we are primarily interested in the good of hu- 
manity, and that financial reward is but of 
secondary consideration with us and that, in 
any case, we are in duty bound to treat the 
poor free, the public cannot be blamed very 
much for showing so little regard for what we 
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claim to care for so little ourselves. We can- 
not expect the present-day hard-boiled public 
to look out for our interest when we vefuse to 
do so ourselves. 

Sooner or later, we shall have to face the 
question of free medical service seriously. So 
far, only the doctors of Orange Free State in 
South Africa have shown enough courage to 
refuse free service to the hospitals. (JAMA, 
Vol. 97, p. 337.) It is high time that we take 
a similar stand. First, we have destroyed a 
great part of the source of our income by 
spreading the gospel of preventive medicine. 
Now, the remaining ground has been slipping 
from under our feet by such creations as state, 
county, industrial, and group medicine. It is 
time ‘that we do something to sustain the 
struggling doctors. The enormous volume of 
free service we dispense privatetly and at the 
public institutions would help materially thou- 
sands of doctors who find themselves in eco- 
nomic distress. 

But how about the poor patient who is not 
able to pay for medical service? Well, how 
about the starving unemployed who are not 
able to pay for food? There would be as much 
justice to demand free bread from the baker, 
free housing from the landlord, and free 
clothes from the haberdasher as there is in 
expecting free medical service from doctors. 
The poor must be supplied with the necessi- 
ties of life, medical care included. But that is 
the business of society as a whole. Whether 
it is to be done by the state, or by organized 
philanthropy, ‘we doctors, as good citizens, 
shall contribute individually to either method 
as liberally as any other citizen of similar 
means. But in fairness to ourselves, our fam- 
ilies, and the thousands of doctors who are 
struggling to make ends meet, we as a pro- 
fession must refuse to continue to shoulder 
the poor man’s medical bill. 

My proposal, therefore, is that we proclaim 
our new policy to the public. Let us tell the 
world that we did away with ancient codes 
the same as we did away with blood-letting; 
that we took up medicine not because, like 
priests, we heard the call, but because, like 
men, we had to earn a living; that we owe the 
public no more consideration than that which 
is expected of other good citizens; that the 
safeguarding of the health of the community 
is no more our particular business than pro- 
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tecting the lives and property of the people is 
the particular business of the legal profession; 
that as we are ready to share in all the duties 
of citizenship, we are also entitled to benefit 
from its privileges; and that henceforth we 
shall avail ourselves of the right granted every 
person by legal and moral law to refuse to 
work without pay. 

To be sure, such a declaration will cause a 
sensation. At first the public will be shocked. 
We have got the dear public so spoiled with 
our preposterous altruism that our new Mag- 
na Charta will be considered an outrage. The 
press will be flooded with copy condemning 
the greediness of the medical trust. Compari- 
sons will be drawn between the old-time 
saintly family doctor, whose only interest in 
life was the alleviation of suffering, and the 
new commercialized, heartless practitioner 
who would let a patient die unless he is paid 
for his services. Sermions will be preached de- 
picting the cruelty of this gross materialistic 
age when even doctors, whose mission in life 
from time immemorial was to minister to hu- 
man suffering, are now brazenly bartering 
away the noble traditions of a most noble art 
for the filthy lucre. Quacks and their follow- 
ers will gleefully shout, “We told you so!” and 
impetus will no doubt also be given to the 
agitation for state medicine. But what of it? 
All this has been going on for years, and a few 
more vitriolic denouncements will not make 
much difference. But, in time, after the nov- 
elty of seeing doctors demanding to be paid 
for their services just like judges and bishops, 
shall have worn off, reasonable people will 
begin to realize the justice of our position. 
In the end, common sense will prevail, and 
instead of indignation, people will wonder why 
we did not take our just stand long ago. And 
they will respect us more. We all know how 
little one appreciates what he gets for noth- 
ing. As far back as the third century, an opin- 
ion was expressed in the Talmud that a physi- 
cian who heals for nothing is worth nothing. 

After the medical profession shall have 
come out from the underbrush of pretense in- 
to the open of honest and dignified self-inter- 
est, the field will be cleared for gentlemen 
doctors to unite into a guild, a union, or a 
mutual-aid society. Membership will be re- 
stricted to competent and decent doctors, each 
of whom shall be able to furnish satisfactory 
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evidence (1) that he is not a saint and does 
not wear a halo around his head; (2) that he 
is a man of his word and will adhere strictly 
to the letter and spirit of the rules of the 
guild. These rules will embrace simple and 
explicit regulations governing the conduct of 
the doctor toward his patient and his fellow- 
member of the guild. We shall retain what- 
ever is rational in the present medical code 
and add to it rules which would protect our 
financial interest and common decency. 

The first rule would state that no member 
may treat any patient free of charge except in 
emergencies. The second would prohibit mem- 
bers to charge less than the regular fee sched- 
ule. The rule of the present Code about not 
treating a case until the attending doctor is 
properly discharged would, of course, be re- 
tained and enforced. Then there would be 
rules against operating without a consultation, 
and against general practitioners proclaiming 
themselves’ specialists without proper training 
and experience, and against degrading the 
medical profession through “expert” testimony 
in court. The new guild not being a society of 
saints, there will naturally not be any rules in 
its Code governing the private life of a mem- 
ber. 

We shall, of course, be attacked by doctors 
who could not qualify or who would noi play 
the game according to the rules. Individually, 
we may not be able to stand up against them. 
But united we have nothing to fear. At the 
beginning we shall have to make use of some 
form of publicity to acquaint the public with 
our aims. In our debut, we shall tell the peo- 
ple that the guild embraces such members of 
the profession who refuse to be considered 
easy marks, but at the same time wish to 
practice medicine decently; that while we are 
going to demand a fair fee for our services, we 
are also going to put the best we have into 
that service. We shall publish the rules and 
the names of the members, and then pledge 
our collective reputation for the professional 
conduct of every individual member. It will 
then be up to every member to see that dis- 
loyalty to our protestations on the part of any 
member be dealt with summarily. 

And as soon as the public finds out that we 
mean to keep our promise, we shall need have 
no fear of competitors with teeth and claws. 
We shall derive moral strength from the real- 
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ization that we belong to an organization 
which places a value on adherence to prin- 
ciple. And we shall live up to our protesta- 
tions, not because we are saints, God forbid, 
but because we prefer to fight the battle for 
existence in a practical but also in an esthetic 
manner. Yes, we are artists. And as artists, 
we derive a greater thrill from a piece of work 
well done than from the fee we get for it. It 
is a kind of selfishness with artists to give 
their best to their work. If this selfishness 
happens to coincide with the interest of the 
patient, so much the better. But we are not 
going to make ourselves ridiculous by claim- 
ing that we are primarily interested in the 
welfare of the public, when, as a matter of 
fact, like other mortals, we are primarily in- 
terested in self preservation. However, unlike 
some mortals, we prefer to accomplish this 
aim in a decent and civilized way. 





PROBLEMS OF THE CLAIMS DE- 
PARTMENT OF THE INDUS- 
TRIAL COMMISSION. 


C. LEO GUYNN, Claims Manager, 
Arizona Industrial Commission, 
Phoenix, Arizona. 


(Read before the Forty-third Annual Meeting of 
the Arizona State Medical Association, held at Pres- 
cott, Arizona, June 7-9, 1934.) 


The primary function of an organization 
such as the Industrial Commission of Arizona 
is to provide a means of compensating, through 
an efficient administration of the Workmen’s 
Compensation Law, the workmen who are dis- 
abled as the result of injury by accident aris- 
ing out of and occurring within the course of 
employment. To contact the injured man, to 
centralize all information related to his claim, 
to assure the prompt payment of his com- 
pensation, and at the same time keep a watch- 
ful eye upon the results obtained from, as 
well as the cost of, the medical treatment to 
which the workman is entitled, we have the 
Claims Department. 

To elaborate upon our duties to the injured 
workmen, I will say that without a doubt our 
greatest responsibility is that of centralizing 
and preserving all of the available informa- 
tion pertaining to any one case, in one file 
where it is readily available as a permanent 
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record. To anyone not familiar with the nec- 
essity of building up an accurate permanent 
record, upon which the injured workman may 
base his claim, the importance of this phase of 
our work may seem somewhat overstressed. 
However, I can assure you that such is not 
the case, for as the file is built up, first a sur- 
geon’s report, then an employer’s report, to- 
gether with the workman’s claim and maybe 
an investigator’s report, a permanent record 
is established which is the basis for any deci- 
sion the Commission may later make and up- 
on which the man’s case must stand or fall. 
In those rare cases where the claim is carried 
up to the Supreme Court, the same record 
which was first started immediately follow- 
ing the injury, and which has been built up 
by the Claims Department, is the evidence 
and the only evidence which the Court will 
consider as it sits in judgment upon the case. 
Naturally, the work in connection with the 
building up of these records is the source of 
one of our major problems. However, we 
cannot allow ourselves to become discourag- 
ed, and therefore must keep plugging along, 
adding a little information here and a little 
more there until we have built up a file which 
paints a true picture of the case, and which 
will enable the Commission, when the case 
comes up for final determination, to readily 
ascertain the facts and award the compensa- 
tion to which the claimant is entitled. 

Now for a moment I want to leave our 
problems as they directly affect the injured 
man and say just a few words about our duty 
to the employer and to the industrial surgeon. 
To the employer we are responsible for the 
economical administration of our office; we 
must see that his employees receive promptly 
the compensation and medical benefits to 
which they are entitled. However, we also 
owe it to the employer to see that the costs 
do not exceed the maximum which is justi- 
fied in each case; for in the long run, it must 
be remembered, the employer holds the purse 
strings, and upon his ability to pay premiums 
rests the security of the fund. 

With respect to the duty we owe to the 
medical profession, I shall say that I would 
much rather listen while some one of your 
group would give us your views on this sub- 
ject. But to give you something to shoot at, 
I will start out by saying that above all else 
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we owe you 100 per cent cooperation in your 
work. Whenever possible, your suggestions 
and recommendations for the handling of the 


‘medical side of the industrial cases should be 


followed to the letter, you should be given a 
free hand in the treatment.of the cases which 
come to you, and never in any event should 
anything be done or said by anyone connect- 
ed with this Commission that will destroy the 
confidence the injured man has in the surgeon 
having charge of his case. And now, believe 
it or not, I am going to say that one of our 
first duties to the medical profession is to see 
that you receive prompt and fair remunera- 
tion for the services you render. The Com- 
mission, either direct or through the Claims 
Department or Medical Referee, should have 
no pets; and particularly in the payment of 
bills and the referring of work, should all be 
treated alike. 

And now, just a few minutes with respect 
to our ideas of your duty, as members of the 
medical profession, to the injured workman, 
the employer, and the Commission. Far be it 
from me to attempt for one minute to dwell 
upon the duty you owe a patient. You gentle- 
men have all been highly trained in your pro- 
fession, and the fact that you have dedicated 
your life to the service of suffering humanity, 
and the fact that you have enjoyed years of 
successful practice, prove more than any mere 
words that you appreciate the true value of 
real service and have a clean-cut understand- 
ing of the duty you owe to your patients. 
However, I do feel qualified to touch upon the 
duty you owe a patient as it applies to the 
psychological side of an industrial case. In 
ninety-nine out of every hundred cases, I am 
the fellow the injured man comes to see when 
you men are through with him; in the hun- 
dredth case the widow comes to see me. 
When these men strike out for our office, they 
are usually thinking about two things, settle- 
ment and getting back to work, a few are 
thinking only of settlement, and, believe me, 
at least 75 per cent of them are hard to han- 
dle. Some men are mean and pound the desk 
and demand more than justice. Industry has 
broken their bodies, and somebody is going to 
pay and pay plenty. Don’t think for one mo- 
ment that we are not anxious to see a dis- 
abled workman get everything he has coming 
to him, but we do hate to pay for subjective 
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symptoms and imaginary disability, which in 
most cases exist only in the mind of the pa- 
tient. Maybe the original report did not dis- 


close a very serious injury, and perhaps the- 


final report states that there are no objective 
findings, but the man has since the occur- 
rence of the injury been allowed or helped to 
exaggerate his disability until, when it comes 
time to settle, a fracture of a transverse pro- 
cess has become a broken back and a slight 
blow on the head has become a fractured 
skull, and even the liberal terms of our com- 
pensation law will not begin to satisfy. So we 
are going to ask that, after you have repaired 
the physical damage in these serious cases, 
you begin right then to prepare the injured 
man for the day when he has reached the 
maximum of recovery and must again take 
his place in industry. Try to instill in him a 
desire to fight his way back, and try to keep 
him from forming the idea that his case is 
hopeless. I sincerely hope that I never hear 
another man say that his doctor has told him 
that his case is hopeless and that he need 
never expect to do any gainful work during 
his lifetime. One of our claimants told me 
that only last week. 

With respect to the employer. Your duty 
to the employer is parallel to ours, in that you 
should help to keep the medical and compen- 
sation costs within due bounds and not be ex- 
travagant in the matter of treatment or the 
time allowed on compensation. Although the 
welfare of the patient should never be sac- 
rificed for the sake of economy, nevertheless 
the ability of the employer to pay should nev- 
er be completely lost sight of. 

To give you a clearer understanding of 
what I mean in this respect, I shall read ex- 
cerpts from letters which we received recent- 
ly regarding two cases in widely separated 
parts of the state. In both cases the men were 
seriously injured, one man requiring a pri- 
vate room with a special nurse; the other 
could have been cared for very nicely in a 
ward. Taking the first case, I will submit a 
letter from the superintendent of the hospital, 
which was in reply to a letter I had written 
complaining against the charge made for the 
private room and several irregular items which 
appeared in the bill: 


Gentlemen: 
We are submitting herewith the hospital bill for 
Mr. John Doe, from August 30th. to September 
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15th inclusive. When he entered the hospital we 
did not know whether he was a county patient or 
would pay his expenses. I am now informed by 
Dr. So-and-So, the county physician, that he is an 
industrial claimant. When he came in he was 
put in an up-stairs room which was a ward room 
of two beds, but the second bed was removed 
from the room. However, Dr. So-and-So demanded 
that he be brought down stairs and selected the 
best room in the institution. He is still in this 
room. 

We are submitting our bill according to the 
prices of the two rooms. You will notice certain 
personal necessities which the doctor ordered me 
to buy and put on his bill. These have all been 
paid for by the hospital, and I trust you will see 
your way clear to take care of them. 

Tooth brush and tooth paste ................ .60 
3 packages Bull Durham .................... 18 
4 pr. pajamas 
A 4 pple ell ig era Seat d 
State tax 








Ear ener: 1.00 
eer ee. 1.00 


EA AE .25 
Colgate’s shaving cream .......:................ 32 
RN oc caeiubdndcaibeoncunmocsnokedel 1.00 
Bh ticsakt SLi endian aisaneeetai sa 3.50 


Brush outfit 
1 mirror 


In the other case the doctor’s letter speaks 
for itself. Here are a few excerpts from the 
same: 


Mr. Jones, as you know, suffered several very se- 
vere injuries and was in a very critical condition for 
several days. Although he was under the care of 
two exceptionally good special nurses, they work- 
ed under a handicap, inasmuch as the superin- 
tendent of the hospital did not have sufficient 
linen to properly care for this patient. 

Instead of replenishing the supply, which was 
overtaxed due to the catastrophe here, the pa- 
tients simply had to do without many necessary 
supplies. This condition was in part relieved as 
I. purchased necessary linen and charged the 
same to the Industrial Commission. 

The food furnished all the patients is of the 
poorest quality, scanty and not properly balanced, 
especially for a patient who needs to build up 
bodily resistance against infection. The drinking 
water and water used for cooking purposes is 
about the poorest in the West. This water con- 
tains many harmful ingredients, and it is not fit 
for drinking purposes. Hence it was necessary 
to purchase distilled water for drinking. 

Sunday, April 30th, I transferred Mr. Jones by 
ambulance from the General county hospital to 
the (—————) Hotel. 

Certainly all of you will concede that the 


attending physician in both of these cases, 
acting as they did without authorization, ut- 
terly failed to display the proper spirit of co- 
operation In the first instance, we most cer- 
tainly could not pay for personal items such 
as pajamas and tooth paste, especially when 
the injured man, who was single without de- 
pendents, was receiving compensation in ad- 
dition to having all of his expenses paid, and 
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certainly the doctor exceeded his authority 
when he directed that these items be charged 
to the Commission. 


In the second case, no emergency existed, 
and surely a request for authorization to make 
the expenditures and changes could have been 
made in five minutes by long distance tele- 
phone, and the amount of money involved 
would certainly have justified the expense of 
a telephone call. 


I have purposely saved until the last that 
part of my remarks which it is hoped you will 
remember the longest, in fact, that part which 
I am most anxious to put over. I have refer- 
ence to the duty which you owe to the Indus- 
trial Commission, and particularly the Claims 
Department, to the end that we may more ef- 
fectively do our work. First, you owe us 
100 per cent cooperation wherever our work 
brings us together. To that statement, I add 
that, without your whole-hearted support, we 
could not operate. Finally, I'll say that in 95 
per cent of our cases we do have your splen- 
did help and cooperation, and in a large per- 
centage of those few cases where we are hand- 
icapped by a failure to obtain the support of 
some member of the medical profession, it is 
because of some misunderstanding. There are, 
however, a few cases where we are compelled 
to conclude that the failure to cooperate on 
the part of the doctor is due to nothing else 
but pure meanness. Getting down to definite 
things, there is really nothing more important 
than this first report. If we could sell you the 
idea that this report means a great deal to us 
and to the claimant, and that every bit of in- 
formation asked for in this form is necessary 
in order that we may properly classify each 
case, then one of our biggest problems would 
be solved. You would truly be surprised if 
you could see some of the initial reports which 
are sent in. So many medical men are prone 
to give a very beautiful description of the in- 
jury, then a glorified description of the won- 
derful treatment which has been given the 
patient, and not one word about the accident 
which caused those injuries. We cannot tell 
whether the man fell down a mine shaft, or 
was pitched off a bucking horse. Not just now 
and then, but every day we receive reports 
reading like this: . 

“Sprain, right ankle.” 


“Foreign body left eye.” 

“Contusion right index finger.” 

Please do not think that we do not appreci- 
ate the value of accurate and complete medi- 
cal reports—we do; but do not forget this oth- 
er angle, and just remember when you are 
making out an initial or follow-up report that, 
after your reports leave the office of the Med- 
ical Referee, they pass into the hands of lay- 
men and are thereafter considered and studied 
by men whose knowledge of medicine and 
surgery is extremely limited. Also remember 
that maybe one, two, or three years later some 
Commissioner or Referee or Supreme Court 
Justice may be scratching his head and won- 
dering what in the devil Doctor So-and-So 
meant by a certain report. Your report may 
contain the information needed to decide the 
compensability of a case, and often your first 
report will greatly affect the amount of com- 
pensation or be the deciding factor in a death 
claim. If just one item in the chain of events 
is omitted in your report, we are forced to 
write to you or to the employer for details. 
Finally, in about two or three weeks, when 
we get the information which we should have 
had with the first report, and then the case 
proves to be non-compensable, and we are 
forced to write and tell the doctor that we 
cannot assume responsibility for any medical 
costs in the case—do we get some violent re- 
actions? You should read some of the medi- 
cine we have to take. Another important item 
in this report is your estimate of the length 
of time the man will be disabled. We realize 
that it is very difficult to give an accurate fig- 
ure in this respect. However, we want you to 
know that we depend upon the correctness of 
your estimate when we set up a reserve to 
carry the case through to a final settlement. 

And right here I want to deviate from the 
subject of reports for just a moment and speak 
about the question of non-compensable cases, 
which give us so much trouble. In order that 
you may more clearly appreciate the basis of 
our decisions in this type of case, I will quote 
from Section 1438 of the Revised Code 1928, 
which provides for the payment of compensa- 
tion: 

Every employee of an employer within the pro- 
visions of this article, who shall be injured by ac- 
cident arising out of and in the course of em- 
ployment, or his dependents, as hereinafter de- 


fined, in case of his death, shall receive the com- 
pensation herein fixed. 





374 


Let me repeat, “injured by accident aris- 
ing out of and in the course of employment.” 
There we have four distinct and separate ele- 
ments: the injury, the accident, arising out of 
employment, and occurring within the course 
of employment; and in order that a case may 
be compensable, all four elements must be 
present and concurring. 


More clearly to illustrate the requirements 
in order that a case may be ruled as compens- 
able, I shall tell you of a case which was re- 
cently reported from a small mine in the 
southern part of the state. The hoisting en- 
gineer at this property worked a continuous 
eight-hour shift without any time out for 
lunch, and would, therefore, be regarded as 
being in the course of his employment from 
the time he came on shift until he was re- 
lieved at the end of the shift. The under- 
ground foreman had come to the surface for 
lunch and was sitting on a bench in the engine 
room talking to the engineer. About noon the 
underground crew gave the signal to be hoist- 
ed to the surface, the engineer hoisted the 
crew, cut off his engine, set his brake, and re- 
sumed his conversation with the foreman. 
The position of the engineer placed him about 
four feet from any of the machinery and he 
was standing with his hands in his pockets. 
Suddenly he straightened up, whirled half 
around, and fell to the floor, striking the floor 
in such a manner as to break his jaw and ren- 
der him unconscious. Without going into fur- 
ther detail, I will say that the case was right- 
fully ruled as noncompensable, and here is 
the answer. True, there was an accident: the 
fall and the violent striking of the jaw on the 
concrete floor was the accident; certainly the 
fracture of the jaw, and so forth, was an in- 
jury; and all of this occurred within the course 
of the man’s employment, because he was on 
duty at the time. But the final element was 
lacking: the injury by accident did not arise 
out of the employment. Nothing that the man 
was doing at the time for the benefit of his 
employer, no inherent risk or hazard peculiar 
to that occupation, caused the man to fall; his 
disability clearly resulted from conditions out- 
side of his employment. 

Now a few words about back strains and 


hernias. If we could get the true facts about 
all back strains or sprains, I would say that 75 
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per cent of them are noncompensable. An in- 
tentional act such as pulling or jerking on the 
handle of a long Stilson wrench, or picking up 
a sack of grain, is not an accident, and the fact 
that a pain in the back comes on concurrent- 
ly with an act of lifting, will not justify a rul- 
ing that the man is disabled as the result of an 
accidental injury: Something unexpected, 
such as a slip or severe strain, as where four 
men are carrying a heavy object and three let 
go and one is compelled suddenly to take the 
entire weight, must occur to make the case a 
compensable one. 


Inguinal hernias give us almost as much 
grief as they do the victim. You men claim 
that they are all congenital and, where they 
occur following a strain or blow, they are at 
best an aggravation of a pre-existing condi- 
tion. To guard against fakes and set-ups, the 
statute has laid down certain definite require- 
ments which must be met before a hernia 
claim may be allowed. Strange as it may seem 
to you, the basis of the decision is not medical 
facts—your report stating the man has a her- 
nia is sufficient in that respect; the case will 
turn on the presence or absence of certain acts 


and occurrences, and here they are: 


That the immediate cause, which calls attention 
to the presence of the hernia, was a sudden ef- 
fort or severe strain or blow received while in 
the course of employment; that the descent of 
the hernia occurred immediately following the 
cause; that the cause was accompanied, or im- 
mediately followed, by severe pain in the hernial 
region, and that the above facts were of such 
severity that the same were noticed by the claim- 
ant and communicated immediately to one or 
more persons, in which event they are consider- 
ed to be aggravations of previous ailments or 
diseases, and will be compensated as such for 
time lost only to a limited extent. 


Unless the alleged traumatic hernia meets 
all of the statutory requirements, the claim 
must be disallowed. 

Many times we are compelled to rule a case 
noncompensable when we would much rather 
decide otherwise, but we want you to know 
that, when we do deny compensation, it is only 
after the Commission has carefully considered 
the case from every angle and the evidence is 
found to be insufficient to justify a decision 
in favor of the claimant. 

Again returning to the subject of accurate 
and complete reports. I want to say a few 
words about the final report you submit when 
a case has been finally closed insofar as the 
medical side is concerned. Perhaps the most 
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important bit of information in your final re- 
port is that setting forth the amount of perma- 
nent disability, or the permanent loss of func- 
tion as it affects the injured member. Where 
the disability is self-evident, such as the loss 
of an arm by amputation at the elbow, or the 
loss of an eye by enucleation, we quite often 
are able to get two of the examining surgeons 
to agree as to the percentage of disability. 
But that is about the extent of our success in 
that direction. Where the permanent disabil- 
ity causes a partial loss of use of an arm or 
some other member, it has been next to im- 
possible to obtain two reports on the same 
case that will come anywhere near an agree- 
ment. If the reports come within 20 per cent 
of one another, we conclude they are both re- 
porting on the same patient; and we give the 
man the benefit of the doubt, take the higher 
estimate or split the difference, and make an 
award, in order that the case may be settled. 
Recently one of the mining companies sent in 
a man for the purpose of having his partial 
permanent disability evaluated and his case 
settled. The injury was to the leg. From six 
surgeons who examined the man, we received 
one report stating there was no disability 
which could be attributed to the accident; a 
second stated there was a disability equal to 
10 per cent of the leg; while a third estimated 
the functional loss at 20 per cent; two others 
went as high as 50 per cent; and one liberal 
fellow sent in a report placing the disability at 
60 per cent of the leg. In another case recent- 
ly, involving an injury to a leg, we had six dif- 
ferent figures, all supposed to be the correct 
figures. We had 10 per cent, 15 per cent, 20 
per cent, 25 per cent, 35 per cent, and 50 per 
cent. As you know, that kind of stuff would 
be duck soup for a politician. He could pull 
most any kind of a disability rating he needed 
out of his bag of tricks. But to a Commission 
trying conscientiously to make awards based 
upon actual disability, it is quite a serious 
problem. Naturally, the differences of opin- 
ion are the source of a great many arguments. 
In all cases the injured man is sure that the 
only report which should be given any con- 
sideration at all is the one reporting the high- 
est percentage of disability. If he does not 
like the sound of the reports we usually ob- 
tain first, which come from the attending sur- 
geon and the Medical Referee, he will shop 
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around a bit, and in most cases come back a 
few days later with a report that likely states 
the disability is 100 per cent greater than any- 
thing previously reported. Believe me, it is a 
mighty tough job to convince the man that 
perhaps an average of all the reports may be 
a fair basis for settlement, and the suggestion 
that one of the lower figures should be used is 
usually met with a retort that he will “go get 
a lawyer and see what can be done about ob- 
taining justice.” 

Besides being a source of trouble, these dis- 
crepancies with respect to the amount of par- 
tial permanent disability in any one case have 
convinced us in the Claims Department that 
some standard method of evaluating partial 
permanent disability in industrial cases must 
be devised and adopted by the medical pro- 
fession and approved by the Industrial Com- 
mission, if the compensation for this type of 
disability is to be awarded on anything like a 
fair basis. I know that Dr. Ralph Palmer has 
been working on a rating schedule for some 
months past. I understand his paper on the 
subject was read and discussed today. We sin- 
cerely hope that your State Society will see fit 
to work with Doctor Palmer in this respect. 


DON’TS FOR DOCTORS 
When examining a patient for the purpose 


of determining the amount of permanent dis- 
ability, base your estimate on functional loss 
of the injured member only. Don’t try to take 
into account the man’s occupation, his loss of 
earning capacity, his age, and so forth; those 
are problems for the Commission to solve. 

Don’t attempt to advise an injured work- 
man regarding the compensability of his case. 
The Commission alone can make that decision 
after a careful consideration of all of the evi- 
dence. 

Don’t treat a case that has previously been 
seen by another surgeon, without the consent 
of the physician who first saw the man and 
without authority from the Commission. 

If you are doing industrial work, don’t fail 
to familiarize yourself with the fee schedule 
and the rules. 

Don’t fail to write in and give us the very 
devil whenever we have it coming. 

In closing. permit me to say that it has been 
an extreme pleasure to have had the oppor- 
tunity of coming here for a discussion of our 
mutual problems. 





I sincerely hope that any of my remarks 
which may have seemed critical, will be ac- 
cepted as conscientious criticism intended to 
bring more clearly to your attention our daily 
problems as they are affected by you in your 
work. You may rest assured, criticism of our 
work or our treatment of you will be appreci- 
ated, for it is only when we know of our mis- 
takes and shortcomings that we are able to 
correct them. And last, but by no means least, 
let me repeat what I have previously said 
here this evening, that, without your coopera- 
tion and support, we cannot possibly succeed 
in our work, and we hope that, in our daily 
contact wich you men, we may so impress you 
w-th our sincerity of purpose and our desire 
to administer the terms of the Workmen’s 
Compensation Law efficiently for the benefit 
of those workmen who are injured in indus- 
try, that you will gladly come forward and 
extend your cooperation, which to us is so 
vital. 





ALLERGIC REACTION — AN IM- 
PORTANT CAUSE OF AB- 
DOMINAL PAIN. 


F. D. GARRETT, M. D. 
El Paso, Texas. 


(Read before The New Mexico Medical Society, 
at its Fifty-second Annual Session at Las Vegas, 
N. M., July 19-21, 1934). 


The object of this paper is to present a 
group of cases manifesting important abdom- 
inal symptoms, the allergic origin of which is 
often overlooked. Quoting from Osler: “In any 
form of purpura, in the erythemas and urti- 
caria, visceral lesions may occur. There may 
be gastro-intestinal crises, pain, vomiting, 
melena, and diarrhea. These attacks have of- 
ten been mistaken for appendicitis or for in- 
tussusception and at operation the condition 
has been found to be an acute sero-hemor- 
rhagic infiltration of a limited area of the 
stomach or bowe!. Identical attacks occur in 
angio-neurotic edema. These crises may oc- 
cur for years in children before an outbreak 
of purpura or urticaria gives a clue to their 
nature.” Osler’* reported nineteen cases of 
purpura with abdominal pain, known as Hen- 
och’s purpura, in 1895 and 1904, and predici- 
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ed that “before long the anaphylactic key 
would unlock their mystery.” 

The average physician is already familiar 
with the splendid work done by many able in- 
vestigators in the field of anaphylaxis and 
allergy since the time of Osler. However, the 
effect of the allergic reaction on abdominal 
pathology and symptomatology is not so often 
recognized as in the more common manifesta- 
tions such as hay-fever and asthma. 

CASE 1. Girl, age 6 years, was awakened with 
severe abdominal pain. There was vomiting of 
bilious material from which food was absent. The 
pain continued during the day without any 
definite localizing sign. Urine negative. Leuko- 
cyte count, 9000, with polynuclears 80 per cent. 
Temperature to 99° F. Toward evening, when we 
advised calling in a surgeon, it was noted that 
the child had several urticarial lesions. The 
eruption soon became general and the pain quick- 
ly subsided. 

This little girl would seem to have been a 
perfect illustration of a severe attack of ab- 
dominal pain of allergic origin. The cessation 
of pain with the appearance of hives was dra- 
matic. Sequence of allergic symptoms in Case 
1: (1) abdominal pain, (2) hives. 

CASE 2. Male. Age, 28 years. Chief complaint: 
Diarrhea, of one month’s duration, and sick head- 
aches. History of jaundice at the age of 10 years. 
Appendectomy at the age of 22, on account of 
disturbed digestion and tenderness over the ap- 
pendix but without acute attacks of pain. 

He had had recurring urticaria, with pain and 
soreness in various joints, especially those of the 
hands, over a period of two years. Once in two 
or three months during that period, he had a 
violent headache which was relieved by a purga- 
tive. 

It was hoped that this young man would be 
relieved of his symptoms by the removal of 
the appendix but the results were disappoint- 
ing. Remember, there had been no acute at- 
tack of pain, only digestive disturbance and 
localized tenderness. Skin and joint symptoms 
came later. Food trial and testing enabled him 
to select a diet on which, save for occasional 
mild outcropping of hives, he has been well 
for two years. Sequence of allergic symptoms 
in Case 2: (1) chronic appendicitis (appen- 
dectomy), (2) sick headache, (3) urticaria 
with joint pains and soreness, (4) diarrhea, 
chronic. 

CASE 3. Woman, age 42 years, Multipara. 
Came first in 1929 complaining of persistent 
bloating and belching, with periodic attacks of 
pain in the upper abdomen radiating from the 
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gallbladder region to the back. At other times the 
pain would be felt in the right flank and lumbar 
region. Ten years before, the right kidney had 
been fixed. Between the ages of 20 and 30 years 
she began to have sick headaches. For about a year 
she had had hives at intervals. Now and then 
one or more joints became tender and painful. 

Physical examination was in the main negative, 
except for some tenderness under the right costal 
arch and over the gallbladder triangle. X-ray exam- 
ination showed a rather large gallbladder not 
completely emptied in 32 hours. A year later, in 
1930, a cholecystectomy was done and the pathol- 
ogist reported only slight evidence of disease. 
There was some improvement after operation, es- 
pecially with reference to the sick headaches, but 
the pain in the right upper abdomen, and the 
bloating, continued. 

A year after operation the patient returned 
complaining of pain and distress in the right 
upper abdomen, occasional sick headaches, fatigue, 
insomnia, rheumatic pains in various joints. At 
this time numerous bruised-looking spots were 
noted on the legs. These spots, she stated, re- 
turned without trauma from time to time. She 
also disclosed that she began to have hay fever 
some 18 years before and a little later developed 
asthma. Both conditions had continued inter- 
mittently. ; 

From first to last this woman presented a 
bizarre group of symptoms. The kidney symp- 
toms were not relieved by fixation. There was 
a typical gallbladder history, but removal of 
the gallbladder gave practically no relief. At 
the last examination, the patient stated that 
during the previous year she had been having 
joint pains and that for three years she had 
had hives intermittently; further, that she had 
had asthma and hay-fever for eighteen years. 
In addition, it was learned that she had had 
purple spots on the legs for six months. 

The history, symptoms, and physical find- 
ings would seem to justify the diagnosis of 
Henoch’s purpura of allergic origin. Sequence 
of allergic symptoms in Case 3: (1) hay-fever, 
asthma; (2) periodic sick headaches; (3) neph- 
ralgia, nephropexy (no relief); (4) urticaria 
with joint pains and soreness; (5) pain in gall- 
bladder region and bloating (cholecystectomy 
without relief); (6) purpura, Henoch type. 

CASE 4. Woman, aged 43 years. Married; no 
children. Had scarlet fever and diphtheria in child- 
hood and in 1925 one or two attacks of abdom- 
inal pain. In 1926 she began to have pain in the 
right upper abdomen with referred pain to the 
back, and sick headaches at intervals. In Janu- 
ary, 1927, she was in bed for three weeks with 
intermittent abdominal pain and a great deal 
of nausea. In January, 1930, a cholecystectomy 
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and exploratory operation was done. After opera- 
tion, upper abdominal distress, pain in the back 
and legs, with nausea, bloating, and constipation, 
persisted. In April, 1930, she began to have pur- 
puric spots on the legs. It was noted that an 
attack of abdominal pain was accompanied by a 
crop of purple spots. These were tender, gradu- 
ally faded out, and disappeared after a week or 
ten days. In May, 1930, she had urticaria. The 
abdominal symptoms continued. In May, 1931, 
considerable dark blood was passed in the stool 
and the nurse in attendance noted an unusual 
flow of blood at the close of a menstrual period. 
About this time, during a month’s stay in the hos- 
pital, she had numerous attacks of abdominal 
pain (at times of great severity), always ac- 
companied by nervousness, bloating, and gas dis- 
turbance. In the summer of 1931, she had hay- 
fever. It was found that the hypodermic injec- 
tion of adrenalin after the onset of abdominal 
pain gave great relief. Examinations of stools, 
urine, and blood (including clotting time, bleed- 
ing time, and platelet count) were negative. 


In addition to Henoch’s purpura this woman 
showed at least three common manifestations 
of allergy—urticaria, hay-fever, and sick head- 
ache. That the purpuric spots and abdominal 


pain were part of the allergic syndrome would 


seem proven. Sequence of allergic symptoms 
in Case 4: (1) abdominal pain, localized in 
gallbladder area, (2) after 4 years, cholecys- 
tectomy without relief, (3) purpura, Henoch 
type, (4) urticaria, (5) hemorrhage, intestin- 
al and uterine, (6) hay-fever. We learned now 
that adrenalin gave her temporary relief from 
abdominal pain. 


CASE 5. Male, age 25 years. Past history was 
not significant except that about a year before he 
had been awakened by severe pain in the epi- 
gastrium, which lasted for about an hour. He 
was nauseated and vomited and after vomiting 
was relieved from the pain. During the following 
month he felt well and then had a second attack, 
which lasted for two or three days. The pain was 
paroxysmal in character and very severe. During 
this attack some of the joints became tender and 
painful and there was an erythematous rash on 
the body, beginning on the legs. The joint pains 
and eruption continued for several days after the 
abdominal pain ceased. He had several milder at- 
tacks and about nine months later a very severe 
attack. This time the pain was more localized in 
the right lower quadrant of the abdomen than it 
had been before. Operation was done and a 


- gangrenous appendix was removed. After operation 


the patient was well for about four months: Then 
he had a series of attacks of abdominal pain com- 
ing more or less frequently. He had suffered with 
abdominal pain most of the previous night before 
I saw him and the referring physician stated that 
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he had had some fever and had vomited con- 
siderable blood. 

On examination we found a well-built, healthy- 
appearing ranchman. The nervous system, heart, 
respiratory systems, were normal. Aside from some 
tenderness in the epigastrium, examination of 
the abdomen was negative. There was an eruption 
over the body, most marked on the arms and 
legs. The lesions were millet-seed to split-pea in 
size and dark-red in color. Several of the joints 


were tender but no enlargement or redness was 
noted. On the legs, between the knee and ankle, 


the eruption became confluent. Two specimens of 
urine showed a marked trace of albumin, with 
many mixed hyaline and granular casts and both 
red and white blood cells. Blood examination 
showed normal clotting and normal bleeding time 
with normal platelet counts. 

This man appeared to have a typical Hen- 
och’s purpura. On account of negative blood 
findings, hemorrhagic purpura was ruled out. 
The commoner manifestations of allergy, such 
as hay-fever, asthma, and so forth, were ab- 
sent, but the skin, joint, and mucous-mem- 
brane manifestations were present. Sequence 
of allergic symptoms in Case 5: (1) epigastric 
pain, (2) erythema, with sore and painful 
joints, (3) appendicitis, gangrenous appendix 
removed (attacks of abdominal pain con- 
tinued), (4) hemorrhage from stomach and in- 
testines, (5) kidney involvement with numer- 
ous R.B.C. and W.B.C.; hyaline and granular 
casts in urine. 

Symptoms Tabulated 


Abdominal pain, not localized 
Abd’nal pain, appendix region 
Abd’nal pain, gallbladder region 
Abdominal pain, kidney region 
Abdominal pain, epigastric 
Purpura 

Urticaria 

Erythema 

Joint pains and soreness 
Hay-fever 

Asthma 

Sick headache 

Diarrhea, chronic 
Hemorrhage, gastro-intestinal.... 
Hemorrhage, uterine 

Nephritis, with red cells in urine 
Nephralgia, nephropexy 
Operation, no relief 

Operation, relief 

Note.—o signifies symptoms shown. 


Allergic reaction in the _ gastro-intestinal 
tract produces changes due to serous exudate, 
edema, and hemorrhage Derangement of the 
capillary mechanism is the underlying path- 
ology and any allergen which can produce 
this derangement may call forth the syn- 
drome. For example (a) certain foods, (b) 
anaphylactic toxins associated with bacterial 
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protein, (c) hystamine-like substances which 
may originate in the gastro-intestinal tract as 
a result of the elaboration of the protein mole. 
cule, and so forth. 

CONCLUSIONS 

Abdominal symptoms, especially abdominal 
pain, may be caused by allergic reactions. 

The presence of one or more of the allergic 
signs, or the history of them, in connection 
with abdominal pain and distress, should give 
rise to investigation. 

The nature of allergic reaction in the ab- 
dominal viscera is such that it may lead to 
serious complications and to urgent demand 
for surgery. On the other hand, radical ab- 
dominal surgery on such patients, done for 
apparently good reasons, especially for re- 
moval of the gallbladder, may be disappoint- 
ing. 

REFERENCES 

1. Osler: Practice of Medicine, 9th edition. 

2. Osler: Visceral lesions of purpura, Brit. 
Med. Jour., 1914, p. 517. 

DISCUSSION 


DR. L. O. DUTTON, El Paso, Texas, (opening): 
It is gratifying to those of us who are doing a 
good deal of allergy work, to hear men working 
in other fields recognize the allergic end in their 
lines and especially is this so where this angle 
has not previously been recognized. In routine 
history-taking of cases of asthma, hay-fever and 
urticaria, we are astounded by the large number 
who have more or less abdominal pain, gastric 
distress, and all those symptoms which Dr. Gar- 
rett has so ably protrayed. There is one point I 
would like to add to Dr. Garrett’s paper and that 
is, that we should not wait for the manifest ac- 
tion of the diagnostic points of Henoch’s purpura 
before starting allergic management of patients 
with abdominal pain or abdominal distress of one 
kind or another. Many of them may be without 
the whole syndrome, but do have intestinal dis- 
turbance along that line. The point to keep in 
mind is that it is better to try allergic treatment 
first in cases of chronic abdominal distress, and 
fail on it, than it is to try major surgery with 
failure. If you have to do major surgery later on, 
that is all right, but try to manage the case for 
two or three months alone the line of allergic 
treatment, and if you have done no good, at least 
you have done no harm. 

DR. R. O. BROWN (Santa Fe, N. M.): I should 
like to ask Dr. Garrett if he can suggest any 
method in differentiating between an allergic re- 
action which causes symptoms which are rather 
acute, with vomiting, abdominal pains, and so 
forth, and the tyne of trouble that needs sur- 
gical attention? I am, not a surgeon, but have 
seen a good many cases in which surgery was 
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done where the results of the operation, judged 
py relief of pain and pathological examination of 
tissues removed did not bear out the necessity for 
the operation. It seems to me it is sometimes diffi- 
cult to make a positive diagnosis of allergic re- 
action in time to do much good for the patient, 
if he also has to have surgery. I should like to 
ask Dr. Garrett also, what method he has found 
most satisfactory in testing for foods. 


DR. F. D. VICKERS (Deming, N. M.): I should 
like to ask if the presence of aliergic symptoms 
with abdominal pain contra-indicates removal of 
the appendix? 

DR. GARRETT (closing): In reporting these 
cases, I wish to lay the most emphasis on diag- 
nosis. Unless we study with more care the his- 
tory of such patients as we have been consider- 
ing, we are apt to overlook points in the history, 
which, if followed out, would lead to recognition 
of the allergic origin of the symptoms. 

Of course it would be absurd to submit a pa- 
tient, in an evident state of shock, with board- 
like abdomen, severe pain, to such an investiga- 
tion. A patient with acute abdominal pain, lo- 
calized tenderness, local muscle rigidity, and high 
leukocyte count, is manifestly a case for the sur- 
geon. 

But there are many times when there should 
be a reasonable doubt about the cause of the 
pain, where the indications for surgery are not 
so urgent; and here a careful history, with notes 
of hay-fever, asthma, sick headache, urticaria, and 
such allergic phenomena in the history of the pa- 
tient or his family, may put us on the right 
track. 

Dr. Brown brought up the differential diagnosis 
in cases of abdominal pain where allergy is sus- 
pected. In Case 4, the injection of 8 minims of 
1:1000 solution of adrenallin give very marked re- 
lief from pain on several occasions. Other observ- 
ers have reported sympomatic relief from adre- 
nalin. Manifestations of allergy such as asthma are 
sometimes relieved by adrenalin. 

Dr. Vicker’s question: “Does the presence of 
allergic symptoms with abdominal pain contra- 
indicate removal of the appendix?” Decidedly not, 
In Case 5 of the series just reported, the man, 
during an attack, developed gangrene of the ap- 
pendix, as proven at operation. The operation no 
doubt saved his life, but after removal of the 
appendix he continued having attacks of abdom- 
inal pain. 

Dr. Alexander asked as to the importance of 
the blood picture in a differential diagnosis of 
these cases. I think if the blood picture is nor- 
mal—that is, if the leukocyte count and differ- 
ential are normal—it speaks decidedly in favor of 
the condition’s being of allergic origin. A normal 
leukocyte count together with relief from pain 
by adrenalin, would, with the presence of an al- 
lergic history, be the two most important signs 
favoring diagnosis of allergic origin of acute 
abdominal pain. 


PULMONARY SYPHILIS; 
REPORT OF A CASE, 


R. B. HOMAN, Jr., M. D. 
E] Paso, Texas. 


(Read before the El Paso County Medical So- 
ciety, at El Paso, Texas). 

Acquired syphilis of the lung is regarded as 
rare and seldom demonstrated short of the 
autopsy table. There is no specific symptom- 
atology. The diagnosis cannot be made with- 
out collateral evidence of syphilis or a suc- 
cessful therapeutic test. On the case now pre- 
sented, we believe we have evidence of syph- 
ilis and a fair therapeutic test. 

Stokes divides pulmonary syphilis into 
three types: solitary gumma, diffuse syphilitic 
fibrosis, and possibly diffuse syphilitic bron- 
cho-pneumonia. Secondary involvement of 
the pleura may give rise to a true syphilitic 
pleuritis. Likewise syphilitic mediastinitis 
may or may not be present. 

The symptomatology of syphilis of the lung 
may closely approximate that of tuberculosis. 
Productive cough, dyspnea, fever, blood- 
streaked sputum, loss of weight, night sweats, 
and gastro-intestinal symptoms, may occur. 
Stethoscopic examination of the chest may ex- 
actly simulate the signs of active tuberculosis. 
Softened gumma may give signs of cavitation. 
Pleuritic involvement may give rise to serous 
pleural effusion such as we have in the pres- 
ent case. In a case showing the above symp- 
toms and physical signs it is necessary to have 
tubercle-free sputum over a_ considerable 
length of time in order to rule out tuberculo- 
sis. X-ray evidence may be confusing. Gumma 
may be mistaken for pulmonary neoplasm. 
Severe pain is common to both. Diffuse syph- 
ilitic fibrosis may be mistaken for non-tuber- 
culous lung infection or pneumonoconiosis. 

CASE REPORT 

Patient: B. C., colored. Age: 38. Occupation: 
laborer. Married seven years; no children; wife has 
had no miscarriages. 

Chief Complaint: Shortness of breath and rheu- 
matism.” 

Since January, 1933, patient states that he has 
been so short of breath that he could not lie 
down except for very short intervals. As a result 
he has had to sleep in an arm chair, sitting up. 
If he became overheated while working, he would 
develop a paroxysmal cough producing a thick 
white sputum. The sputum has never been blood 
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streaked. This same cough developed if he tried 
to lie down more than fifteen minutes at a time. 
In the spring of 1933, he deve-oped an acute pain 
in the right lower chest, which was relieved by 
hot applications in about an hour. Patient con- 
tinued to work until March 8, 1934. He thought 
he had asthma. He had lost twenty-seven pounds 
during this period. 

On March 8, 1934, he consulted a physician, 
who advised him that he had fluid in his right 
chest. About a pint of thin yellow fluid was re- 
moved. On the next day the doctor removed a 
quart of fluid. The aspiration was repeated on 
March 11, when another quart was removed. 
Dyspnea, was slightly relieved, but patient still 
could not lie down to sleep. He began to regain 
his weight, however. 


About April 10th, patient developed pain and 
swelling in the knuckles of the first finger of his 
right hand. He had had rheumatism twice be- 
fore and decided it was returning. The arthritis 
rapidly spread to all the large joints and to the 
small joints of both hands. He treated this with 
hot applications, massage, and manipulation, but 
the pain and swelling were not greatly relieved. 
At this time he began to run a high fever and at 
times was delirious. A slight pitting swelling of 
the ankle developed one week before the exam- 
ination. 

Past History: Usual childhood diseases. Rheuma- 
tism of all the joints in 1923, at which time he was 
unable to work for two months. A doctor cured this 
with electric treatments. Again in 1929 he had a 
generalized rheumatism lasting three months, 
which cleared up following prolonged application of 
dry and moist heat and massage. He had gonor- 
rhea in 1914, cured in about one week. At the 
age of about 16, he had a penile sore lasting 
about two weeks without treatment. He denies 
secondary eruption. Served in the U. S. Army for 
one year during the World War. 

We first saw the patient on April 29, 1934. He 
was sitting in an arm chair, leaning forward 
slightly in order to breathe more easily. Dyspnea 
was severe, the inspiratory phase being the more 
difficult. He was not particularly cyanotic. He 
was perspiring freely, especially about the head 
and neck. A frequent severe pertussoid cough, 
productive of a thick white viscoid sputum, was an 
outstanding feature. The temperature was 102° F. 
and pulse was 116/m, slightly irregular. 

An examination of the head and neck revealed 
rather injected sclera with moderate-sized pupils, 
which reacted sluggishly to light. The mouth was 
foul, the teeth were stained, and many of the 
uppers very loose. Pus could be pressed from the 
upper gum margins. Mucosa was pale. There were 
a few small lymph nodes palpable in the posterior 
cervical chain. The veins of the neck were prom- 
inent. Pharynx was negative. The breath was 
not foul. The elbow joints, knee joints, and ankles 
were swollen and acutely painful to active and 
passive movement. The small joints of both hands 
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were similarly affected. Peculiarly, the wrists were 
not involved. The patient complained of pain on 
movement of the shoulders or the hips. He had 
great difficulty in reaching a standing position 
and walked with difficulty, assuming a stooped 
attitude. The upper arm could not be moved in 
any direction more than about ten degrees. There 
was slight pitting edema of the ankles. 


The heart was found to be enlarged beyond the 
mid-clavicular line to the left. Pulse was 116/m, 
slightly irregular. There was a rough to-and-fro 
murmur at the apex transmitted into the left 
axilla. There was a soft systolic murmur at the 
aortic area. The aortic second sound was very dis- 
tinct. Blood pressure: systolic 126, diastolic 170. 

Expansion was diminshed markedly on_ the 
right side of the chest. Percussion over the 
right side of the chest revealed dulness to flat- 
ness in the lower half. Tactile fremitus was in- 
creased in the same area. Voice sounds were 
fairly loud and there was no whispered pectoril- 
oquy. Numerous, sibilant rales were heard over 
the right side, and over the lower half anteriorly 
and posteriorly there were many fine and medium- 
moist rales. The left chest was essentially nega- 
tive. There were a few moist rales in the base 
posteriorly. 

The abdomen was normal. 

Urinalysis was negative. Sputum examination 
was negative for tubercle bacilli and has remained 
so on repeated examinations during the past five 
months. Red blood cells, 3,860,000; hemoglobin, 
68 per cent; white cells, 8,900; polymorphonu- 
clears, 55 per cent; lymphocytes, 30 per cent; 
Eosinophiles, 8 per cent; Monocytes, 3 per cent; 
transitionals, 4 per cent. 

Under digitalis the heart responded nicely and 
the edema disappeared from the ankles. - One 
week later, nine badly infected upper teeth were 
removed, following which there was a temporary 
flare-up of the arthritis. However, the fever be- 
came lower and the joints: have gradually re- 
sumed a normal condition: The patient is free 
of pain and there is. very little deformity and 
little limitation of movement. 

When the patient was able to move about, an 
x-ray of the chest was made, showing a dense 
fibrous shadow involving the lower half of the 
right lung. Blood Wassermann on June 4, 1934, 
was 4 plus. 

Antisyphilitic treatment was begun immediately. 
Thiobismal, grains 3, was given intramuscularly 
weekly for 12 doses. After the fourth dose, .45 
gram neoarsphenamin was given intravenously and 
.6 gram was given weekly thereafter for seven 
doses. There were no reactions. The patient’s 
condition became slowly better. His cough di- 
minished, fever disappeared, dyspnea was not se- 
vere, and after two months of treatment he was 
able to lie down without discomfort. He was then 
given mercurosol, 5 c.c., intravenously for four 
doses, and placed on a saturated solution of 
potassium iodide, fifteen drops t. i. d., increased 
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gradually to thirty drops t.id. An iodide rash 
appeared after two weeks and the treatment was 
discontinued. He he has had no anti-leutic treat- 
ment for one month. 

Digitalization has been maintained. Pulse is now 
78 per minute, temperature normal, blood pres- 
sure: 110/60. The patient now weighs 123% 
pounds—a gain of about 12 pounds. His normal 
weight is 135 pounds. A sight hacking cough 
makes its appearance only on exertion. Blood 
Wassermann Oct. 5, 1934, negative. 

In spite of the physical improvement and the 
decrease in moisture in the chest, the x-ray re- 
veals little if any change in the shadow in the 
right base. 

We believe we are safe in making the fol- 
lowing diagnoses in this case: 

Pulmonary lues 

Acute rheumatoid arthritis, multiple 

Mitral stenos:s and insufficiency 

Aortitis, syphilitic 

Congestive heart failure. 





PUBLIC HEALTH NOTES 


J. ROSSLYN EARP, DR. P. H. 
Director, New Mexico State Bureau of 
Public Health. 

LESSONS FROM INDIA 

What effect has self-government upon pub- 
lic health administration? A controversy in 
the (London) Times may throw some light on 
this topic. The Times correspondent’ reports 
that since the Montagu-Chelmsford reforms, 
progress in public health has been evident 
throughout the country. More money is spent 
on public health, there are more health of- 
ficers, more children are vaccinated, maternity 
and child-welfare work is active in Provinces 
wherein it was neglected up to 1919, and so 
on. 

Mr. C. L. Dunn’, a former director of public 
health, writes to protest that if the health of- 
ficers are increased in numbers they are so 
badly deteriorated in professional qualifica- 
tions that the end result is a net loss. In pub- 
lic health engineering especially, he says, the 
lowering of professional standards has been 
disastrous. Waterworks are continually break- 
ing down, even in important cities, and nui- 
sances caused by defective drainage are al- 
most unbelievable. 

It looks rather as though Mr. Dunn were 
amongst those who have lost their jobs. But 
I doubt if we should be right in attributing his 
criticism wholly to prejudice. Lowering of 
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professional standards is the most likely dis- 
ease to attack public-health administration in 
a democracy. We need not conclude that self- 
government is a failure. Dictatorship and bu- 
reaucracy, though they facilitate efficiency, 
have their own serious limitations. But I be- 
lieve we may take warning that, in a dem- 
ocracy, administration must be supported by 
education. It is not enough that the people de- 
sire health work, they must know the differ- 
ence between a trained public servant and an 
amateur, they must be sensitively aware of 
the danger of using public office as a reward 
for political service. 
TREATMENT OF GONORRHEA 

In the September number of V. D. Informa- 
tion, Dr. P. S. Pelouze’ analyzes the results of 
treatment in 283 cases of gonorrhea. Of these, 
183 were seen by him for the first time after 
the fifth day of the disease. In all but twelve 
of these the posterior urethra was involved 
when first seen and only two escaped this in- 
volvement. Whereas, among 100 cases seen 
before the fifth day and placed under treat- 
ment, sixty-eight cases escaped infection of 
the posterior urethra. The author does not 
discuss the possibility that those coming for 
advice late may be a selected group including 
some men who would never have consulted 
him unless the posterior urethra had become 
involved. But even allowing for this possibil- 
ity, Dr. Pelouze’s success in controlling the 
spread of infection is sufficiently striking. He 
emphasizes the importance of gentle handling 
of the infected anterior urethra. No injection 
is given beyond the bulbo-membranous junc- 
tion. He also emphasizes the great importance 
of securing the cooperation of the patient, who 
will nullify all his physician’s efforts by in- 
du’ging in alcohol or in sexual excitement. 
Average length of treatment was for anterior 
cases 5.6 weeks, for posterior cases 18 weeks. 
Dr. Pelouze’s text book (1932 edition‘) is in 
our library and may be borrowed by anyone 
who is interested in studying the details of his 
methods. REFERENCES 
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PRESIDENT ROOSEVELT’S COMMITTEE 
ON ECONOMIC SECURITY 


The entire medical profession of the coun- 
try is keenly concerned about what will be 
the trend of the first report of the Committee 
on Economic Security, which will be made to 
the President about December 1, and will be 
released to the public soon thereafter. 


Their interest is all the keener because the 
Executive Secretary of this Committee, Prof. 
Edwin E. Witte, has not always shown himself 
sympathetic with the aims and purposes of the 
American Medical Association. In a letter re- 
ceived from Professor Witte, by the Associa- 
tion, under date of October 13, the following 
information was submitted: 


1. The Director of the Bureau of Medical Eco- 
nomics of the American Medical Association will 
be invited to go to Washington to discuss “the eco- 
nomic aspects of the problems of medical care of 
people in very low income groups.” 

2. The Medical Advisory Committee now being 
organized will be composed of physicians selected 
on an individual basis. At the time Professor 
Witte’s letter was written, not all of those who had 
been invited to serve on the Medical Advisory Com- 
mittee had replied. 

The names of the prospective members of the 
Medical Advisory Committee would not be disclos- 
ed. (In a letter received from Professor Witte un- 
der date of October 22, it is stated that he hopes 
“to announce the Medical Advisory Committee in 
the very near future,” and that he is “planning 
committees of consultants in the fields of dentistry, 
hospital management and public health.” 

4. The Committee on Economic Security will be 
glad to have suggestions from the American Medi- 
cal Association or its officers on any phase of its 
work at any time. (It is presumed that the Com- 
mittee will likewise welcome suggestions from 
state medical associations or from the officers of 
those organizations.) 

5. Professor Witte will make an effort to visit 
the offices of the American Medical Association 
“shortly before the New Year.” 

The assurances of cooperation extended by 


the Board of Trustees and officers of the American 
Medical Association are sincerely appreciated. 

It is stated that the President of the Ameri- 
can Medical Association (Dr. Walter L. Bier- 
ring), the President of the American College 
of Surgeons (Dr. R. B. Greenough), and the 
President of the American College of Physi- 
cians (Dr. Jonathan C. Meakins) have all been 
invited to serve as members of the Medical 
Advisory Committee. However, as stated in 
Professor Witte’s letter, these men have been 
invited to serve as individuals and not as rep- 
resentatives of their respective Associations. 

The conferences over this matter are now 
being held in Washington, and for this reason 
Dr. R. G. Leland, Director of the Bureau of 
Medical Economics, was compelled to cancel 
his appointment for the El Paso meeting, in 
order to participate in these conferences. 

Doctors throughout the Southwest are 
asked to consider carefully the following an- 
nouncements from the American Medical As- 
sociation: 

It seems quite probable that no hearings on sick- 
ness insurance will be held under the auspices of 
the Committee on Economic Security. It is, of 
course, presumed that if any bill providing for sick- 
ness insurance is submitted to Congress, official 
hearings will be held by the committee to which 
such bill will be referred. 

Since the American Medical Association and 
many of its constituent medical associations have 
gone on record in opposition to sickness insurance, 
it is extremely desirable that the views of the or- 
ganized medical profession should be made known 
to members of Congress and to candidates for elec- 
tion as members of that body. It is suggested, 
therefore, that the officers of constituent state 
medical associations and of component medical so- 
cieties and the members of the legislative commit- 
tees of these bodies immediately develop plans for 
acquainting members of Congress and candidates 
for election to that body with the expressed offi- 


cial views of the organized profession in the Unit- 
ed States pertaining to sickness insurance. Most 
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of the members of Congress and all the candidates 
for election are now at home. 

In the meantime, an earnest effort will be made 
further to inform the Executive Director of the 
Committee on Economic Security and the members 
of that Committee concerning the official attitude 
of the American Medical Association with respect 
to sickness insurance and the basis of the Associa- 
tion’s opposition to any plan involving govern- 
mental control of medical practice. 





CECIL CLAIR DAVIS 
(Albuquerque) 

The Bernalillo County Society and the New 
Mexico Medical Society lost a valued member 
in the death on July 31 of Dr. Cecil C. Davis, 
at the age of 43, the cause assigned being hy- 
pertension, myocarditis and uremia. Dr. Davis 
graduated from George Washington Univer- 
sity School of Medicine, Washington, D. C. in 
1918. In Albuquerque he practiced the spe- 
cialty of tuberculosis. 





SOME ETHICAL MEDICAL ADVERTISING 


If we make frequent comment about the 
activities in medical circles in Santa Cruz 
County (Ariz.) it will be because they HAVE 
activities and also because they report them 
to the editor. We cannot make comment about 
things of which we are not informed. 


We have had brought to our attention by 
the Santa Cruz County Medical Society, the 
series of advertisements carried by the Mis- 
sion Drug Company of Nogales (E. S. Edmon- 
son, Proprietor), in the Nogales Herald. One 
which speaks for itself is the following: 

You admire honesty in other people; why not 
be honest with yourself? 


When you find that your system is not function- 
ing properly, why will you persist in telling your- 
self that it does not amount to anything until you 
are forced to bed? 


Common sense will tell you that a visit to your 
doctor when your first symptoms arrive will often 
enable him to prevent serious illness. 


These are trying days when a slight cold may de- 
velop into pneumonia, so why gamble with a life 
you cannot replace? 


Consult your doctor. If your ailment is of lit- 
tle consequence it is cheap insurance and if it is 
serious his help is not to be figured in dollars and 
cents. 


During the campaign for the Basic Science 
Law and also during the more recent fight 
against the Naturopathic Referendum, Mr. 
Edmonson used his advertising space freely in 
giving sound advice to the public on these 
matters. In the end, a drug store (if it is a 
drug store and not a combination lunch coun- 
ter, saloon, cigar stand and general notion 
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shop) must look to the medical profession for 
patronage. The medical profession, on its part, 
can well afford to send patronage to those 
druggists who pursue their calling as a neces- 
sary adjunct to the practice of medicine. 





THE EL PASO COUNTY MEDI- 
CAL SOCIETY. 


September 24, 1934. 
(Reported by Dr. Leslie M. Smith, Secretary) 


Program: Case Reports. 

1. What Is Early Tuberculosis? Case Illustra- 
tions. O. Egbert, M. D., El Paso, Texas. 

2. Case of Peri-pancreatic Abscess with Au- 
topsy. J. L. Murphy, M. D., El Paso, Texas. 

3. The Use of Theelin in Diabetes Mellitus. Mott 
Rawlings, M. D., El Paso, Texas. 

4. Case of Eczema Due to Drinking Water. L. 
O. Dutton, M. D., El Paso, Texas. 


The El Paso County Medical Society met Mon- 
day night, September 24th, at 8 p. m. at Hotel 
Hussmann. 

Dr. Egbert emphasized the cases of tubercu- 
losis appearing after acute respiratory diseases. 
He stated that every case of pneumonia should be 
carefully studied after the acute symptoms have 
subsided. Many cases of tuberculosis begin this 
way. Dr. W. W. Waite cited similar cases. Dr. 
Ralph Homan stated that he thought such cases 
to be exacerbations of dormant infection rather 
than incinient cases. 

Dr. J. L. Murphy reported a case of peri-pan- 
creatic abscess, with a report of the autopsy 
findings. The pancreas was intact. There was a 
mass of necrotic tissues between the head of the 
pancreas and the deudenum. Dr. W. W. Waite 
discussed the autopsy findings. 

Dr. Mott Rawlings discussed the recent work 
on the effects of the various glandular substances 
and hormones. He reported a case of diabetes of 
five-years’ standing with a blood sugar of 200 
mg. Theelin was used to help control the condi- 
tion and was continued to supplement the use of 
insulin. With this treatment less insulin was 
necessary. Dr. Robert Thompson discussed the 
case. 

Dr. L. O. Dutton reported a case of eczematous 
eruption associated with chronic ringworm of the 
feet, which was apparently influenced by some 
constituent of the drinking water of the locality 
in which the patient lived. The case was dis- 
cussed by Drs. Leslie Smith, J. A. Rawlings, Mott 
Rawlings, and George Turner. 

Dr. W. H. Vandevere reported a case of grass 
burr on a vocal cord. The burr was removed 
through the bronchoscope. 

Adjournment was at 9:35 p. m. 

Executive committee: Dr. Sutton was allowed up 
to $100.00 for scientific exhibits. Dr. Ralph Ho- 
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man as allowed up to $100.00 for trip in con- 
nection with the relief work. 


October 22, 1934. 
Program: A Review of 268 Appendectomies, S. 
H. Newman, M. D., El Paso, Texas. 
Case Report: “Weak spells. Why?” G. Werley, 
M. D., El Paso, Texas. 


The El Paso County Medical Society met Oc- 
tober 22 at 8 p. m. at Hotel Hussmann. 

Dr. Newman gave an analysis of 268 appendec- 
tomies at the El Paso City-County Hospital. He 
demonstrated tables which illustrated the lower 
mortality of ear.y operations and the gradual 
rise in mortality the longer operation is delayed. 
The average operative mortality in the United 
States is over 10 per cent. Dr. Newman stressed 
the fact that the general practitioner who first 
sees the case should insist upon early operation. 
The paper was discussed by Drs. E. B. Rogers, 
B. F. Stevens, F. D Garrett, J. E. Cummins, J. 
L. Green, T. J. McCamant, W. W. Waite, and W. 
R. Jamieson. 

Dr. Werley reported a case of robust man of 
middle age who suffered from periodic attacks of 
extreme weakness. Eetween attacks, the patient 
felt well. Examination by Dr. Gorman revealei 
an absence of free hydrochloric in the _ gastric 
contents but ctherwise no great abnormality. Dr. 
Werley considered that there was an element of 
fear acting in the causation of the attacks, and, 
by restoring the patient’s confidence in his phy- 
sical conditicn, was able to overcome the trouble. 
The case was discussed by Drs. J. J. Gorman, N. 
H. Keller, S. D. Swore, E. C. Prentiss, and F. D. 
Garrett. 

Dr. R. B. Homan spoke on a propose] amen‘- 
ment. to the state constitution to be vo‘ei on in 
November, giving his objections to the amen1- 
ment. , 

The meetings adjourned at 9:50 p. m_ 





ARIZONA STATE MEDICAL 


ASSOCIATION PROCEEDINGS 
(Con iwe-d f om Sevtember Issue) 
Scientific Sess‘on 

The meeting was fcrmally opened at 10 a. ™m., 
when called to order by the President, Dr. H. A. 
Ingalls (Roswell), who then introduced the incom- 
ing President, Cr. C. F. Milligan (Clayton). Dr. 
Milligan exnressed his apnreciation of the honor 
in being chcesen president for the year and in suc- 
ceeding such a distinguished sentleman as Eriga- 
dier-General Ingalls. Dr. Milliran then deliv- 
ered his inaugural address, which has been pub- 
lished in a previous issue of this journa. 

Dr. F. D. Garrett (El Paso, Texas), the first 
sceaker on the scientific program aftcr the induc- 
ticn into cffice of President Millican, in a paper 
entitled “Allergic Reaction—An Important Cause 
of Abdominal Pain,” cited a group of cases mani- 
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festing important abdominal symptoms in which the 
allergic origin is often overlooked. His conclusions 
were summarized: 

“Abdominal symptoms, especially abdominal pain, 
may be caused by allergic reactions. 

“The presence of one or more of the allergic 
signs, or the history of them, in connection with 
abdominal pain and distress, should give rise to 
investigation. 

“The nature of allergic reaction in the abdominal 
viscera is such that it may lead to serious compli- 
cations and to urgent demand for surgery. On the 
other hand, radical abdominal surgery on such pa. 
tients, done for apparently good reasons, especially 
for removal of the gallbladder, may be disappoint- 
ing.” 

Discussion, opened by Dr. L O. Dutton, El Paso, 
Texas, was participated in by Dr. R. O. Brown 
(Santa Fe), Dr. F. D. Vickers (Deming), Dr. H. S. 
Alexander (Santa Fe), and closed by Dr. Garreit. 


The next speaker, Dr. John H. Vaughn (Amar- 
illo, Texas), in a paper on “Cancer,” illustrated 
with lantern slides, urged early recognition and 
treatment, stating that “one big obstacle to early 
treatment is in our profession. So often we do 
not recognize cancer until it is in the stage where 
the layman can diagnose it himself. Those in the 
profession who come in contact with many cancer 
cases should go to the trouble and expense of mak- 
ing lantern slides to show, not only to our profes- 
sion, but to the laity through the Parent-Teachers 
Associations or other organizations.” 

Discussion was opened by Dr. R. O. Brown ‘San- 
ta Fe), participated in by Dr. A. E. Winsett 
‘Aamar‘llo,Texas), Dr. W.W. Waite(El Paso,Texas), 
Dr. A. C. Scott (Temvrle, Texas), Dr. Frank H 
Austin, (Carlsbad, N. M.), and closed by Or 
Vaughn. 

Recess for Luncheon 

Luncheon as guests of the New M>2x:co State In- 
sane Asylum provided a pleasinz and interesting 
diversion. After an excellent repast, Dr. A. 3. 

tewart, the host, opened a round-table discussion 
on synhilis, presenting, from amonz the inmatzs 
of the institution, patients in various stages of the 
disease. Dr. Stewart suzgested that every case cf 
specific disease should be reported by name and 
that, as soon as a patient failed to repcrt to his 
attending physician for treatment, the name should 
be turnei over to the State Health LCepartment. 
the rerson should be apprehended and compelled 
t> resume treatment. 

Dr. H. S. A. Alexander (Santa Fe) reviewed some 
of the findinzs of Dr. Walter Clarke, of the staff 
of the American Sccial Hygiene Asscciation, wh? 
recently conducted a survey in an endeavor to esti- 
mate the amount of unrecognized and untreated 
syphilis in several counties of the State. In the 
first census, namely a questionnaire, sent to all 
doctors and hospitals within the state, it was 
found that eighty-eisht per cent of physicians re 
turned this, showing a total of 1,831 cases of ve- 
nereal disease under treatment, of which 1011 were 





NOVEMBER, 1934 


Lf KARO cost 
*1 per pound 


it would be well worth it 
for feeding babies 


KARO has gained its wide popularity in infant 
feeding, not because of its low cost, but because of 
its suitability. It has stood the test of clinical experi- 


ence for over fifteen years. 


Karo Syrups are essentially Dextrins, Maltose and 
Dextrose, with a small percentage of Sucrose added 
for flavor—all recommended for ease of digestion and 


energy value. 


To further aid the medical profession, the makers 
of Karo are now prepared to offer this product in 


dry, powdered form. 


Karo POWDERED isa spray dried, refined corn syrup, 
composed essentially of Dextrins, Maltose and Dex- 


trose in proportions approximating those in Karo Syrup. 


For Further Information Write to: 


CORN PRODUCTS REFINING COMPANY 
17 BATTERY PLACE ~ NEW YORK CITY 





386 


syphilis and 820 gonorrhea. Basing his calcula- 
tions then on the reported cases and on the actual 
number of positive Wassermanns found during the 
various surveys. Dr. Clarke estimates that on-y 
about one-twentieth of the actual number of cases 
are under medical treatment. “Since it is esti- 
mated that nineteen out of every twenty cases 
receive no treatment whatever, the question arises, 
what can be done to remedy this unsatisfactory 
state of affairs? One answer is that the United 
States Public Health Service has offered to send 
to the State a full-time officer of the Service to 
take charge of popular health education with a 
view to convincing the public of the importance 
of consulting a physician in regard to venereal in- 
fection. They ask only that the state will insure 
the necessary travel expenses and clerical aid and 
the availability of the necessary drugs for those 
individuals who are unable to contribute towards 
their treatment. This offer will be presented to 
the next session of the New Mexico Legislature 
and it is to be honed that it will be sympathet- 
ically received.” 

Dr. A. W. Raphael (Santa Fe) brought the dis- 
cussion to a close by citing changes in the brain 
and meninges as shown at autopsy. 


Afternoon Session 


The afternoon session was called to order at 
2 p.m., by the president, Dr. Milligan. The first 
speaker, Dr. M. K. Wylder (Albuquerque) chose as 
his subject “Prevention of Heart Disease in Chil- 
dren,” and advised that “in order to attack the 
problem of prevention of heart disease, the study 
of etiology becomes the paramount question. Most 
heart conditions will fall into the following class- 
es: the congenital, the infective, the syphilitic, 
and the heart due to the involutional changes of 
age. Prevention of the congenital type becomes a 
prenatal problem, and there is no question what- 
ever but that, with intelligent supervision of the 
expectant mother, a much higher percentage of 
normal babies can be produced. To eliminate in- 
fective carditis, we have to get rid of rheumatic 
fever and the infections of the strepetococcus 
fever and the infections of the _ strpetococcus 
group.” Dr. Wylder concluded with a quotation 
from Dr. Leo Frankel: “Whenever we can ade- 
quately protect the child against bacterial inva- 
sion, when we can give him clean heredity, when 
we can teach him personal hygiene and give him 
a proper mental attitude, freedom from care and 
worry, and opportunities for rest and recreation, 
we shall have entered that newer campaign which 
spells the postponement of disease and the pro- 
motion of physical, mental, and moral health.” 

Dr. W. W. Waite (El Paso) opened discussion 
of Dr. Wylder’s paper, followed by Dr. C. F. Mil- 
ligan (Clayton), Dr. H. A. Miller (Clovis), Dr. F. 
D. Vickers ‘Deming), and Dr. Wylder, closing. 

The next speaker, Dr. F. H. Heller (Pueblo, 
Colo.), presented a paper entitled “Clinical Classi- 
fication and Treatment of Nephritis,”’ in which 
he advised that “it is essential that a classifica- 
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tion of Bright’s disease be made upon which the 
living patient with a renal lesion may be fitted, 
and on its background, proper diagnosis and rational 
treatment instituted.” Of many classifications de- 
signed, Dr. Heller chose the one by Addis, as 
modified by Van Slyke, because “it is entirely a 
clinical classification based upon the onset, clin- 
ical course, physical examination of the patient, 
and laboratory findings, especia:ly the study of 
the urine. 


“CLASSIFICATION BRIGHT’S DISEASE 
(ADDIS): 
I. HEMORRHAGIC: 
Acute-latent-healed. 
Chronic-active-terminal. 
II. DEGENERATIVE: 
a. Cryptic lipoidal nephrosis. 
b. Poison of known composition. 
c. Toxemias of pregnancy. 
d. Toxemias associated with general 
infection. 
e Toxemias of focal infection. 
f. Toxemias associated with mixed 
infection. 
III. ARTERIOSCLEROTIC: 
Benign. 
Malignant.” 

Dr. Heller’s paper was discussed by Dr. R. O. 
Brown (Santa Fe), opening, followed by Dr. 
Frank H. Austin (Carlsbad), Dr. M. K. Wylder 
(Albuquerque), Dr. N. D. Frazin (Silver City), and 
the discussion was closed by Dr. Heller. 

Dr. G. Heusinkveld (Denver, Colo.), then pre- 
sented a paper on “Some Problems of Obstetrics,” 
in which, after a careful review of the mechanism 
and the nature of the dilatation of the cervix 
uteri and the expulsion of the uterine contents, 
he discussed inertia uteri, toxemias of pregnancy, 
subinvolution of the uterus, and other problems, 
and advised methods of treatment. 


Discussion was opened by Dr. L. O. Dutton (El 
Paso) and closed by Dr. Heusinkveld. 


The proceedings of the day were concluded with 
@ paper by Dr. A. E. Winsett (Amarillo, Texas) 
on “The Schilling Blood Count,” or “The Signific- 
ance of the Blood Picture in Acute Surgical Infec- 
tions.” Dr. Winsett advised that “one single blood 
count does not always give a great amount of infor- 
mation. A number of factors must be taken into 
consideration; particularly, the general clinical 
picture the patient presents and the time, as re- 
gards the course of the infection, at which the 
count is made. Repeated counts made at inter- 
vals of several hours, however, give us informa- 
tion which not only aids in the diagnosis, but the 
prognosis as well.” Hea urged that one should 
thoroughly familiarize himself with the five types 
of leukocytes found in normal blood—the lym- 
phocytes, endothelial leukocytes or monocytes, 
basophils, eosinophils and neutrophils—as well as 
the four types of neutrophils (myelocytes, juve- 
nile, stabs and segmented nuclears) described by 
some, which are found in disease, and that one 
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should hesitate to base diagnostic conclusons un- 
less the normal has previously been determined 
for that individual 

Discussion of Dr. Winsett’s paper was opened by 
Dr. R. O. Brown (Santa Fe) and then closed by 
Dr. Winsett. 

Adjournment until 9 a.m. July 20, 1934. 


Second Day, July 20, 1934 
Morning Session 

After call to order by the President, Dr. C. F. 
Milligan (Clayton) at 9 a.m., the morning scien- 
tific program was opened with a paper by Dr. 
J. W. Kennedy of Philadelphia, Pa.—‘Indications 
for Vaginal Hysterectomy with Clamps.” Dr. 
Kennedy quoted the assertion of the late Dr. 
Joseph Price, made some thirty years ago: “Vag- 
inal hysterectomy, clamp method, has the broad- 
est field of usefulness of any pelvic operation, 
has the lowest primary mortality of any major 
operation in surgery and has the best postopera- 
tive history of any operation to my knowledge.” 
In summarizing, Dr. Kennedy concluded: “We 
must advance as a solid phalanx for better ob- 
stetrics. We must prevent malignancy of the uter- 
us by diligent care and treatment of the pre- 
cancerous lesions of the cervix and birth canal. 
In the treatment of malignancy of the uterus we 
must give the profession a remedy to which the 
greatest number have access. The remedy must 
be sufficiently thorough to cope with the condi- 
tion and it must have a low mortality primarily, 
in order that it may be resorted to early with little 
fear of outcome. A high operative mortality in 
any condition drives patients to a later operative 
hour. We recommend the simple cautery and 
vaginal hysterectomy, clamp method, for removal 
of the uterus in all conditions where such is pos- 
sible and removal of the uterus is indicated. It is 
my opinion that vaginal hysterectomy, clamp meth- 
od, is the solution for malignancy of the uterus at 
this hour.” 

Discussion was participated in by Dr. Harry 
Wear (Denver), Dr. F. M. Howe (Las Vegas), and 
closed by Dr. Kennedy. 


Dr. Harry Wear, Instructor of Urological Sur- 
gery, University of Colorado, Denver, Colo., then 
spoke on “Transurethral Prostatic Resection,” 
concluding: “Transurethral resection on properly 
selected cases, and properly performed, may be 
considered a minor surgical procedure. There- 
fore, this method is becoming more popular be- 
cause of the relief given a poor operative risk. 
It will never supplant suprapubic prostatectomy 
for those cases showing enormous 
where there are such complications as urethral 
stricture, bladder stone, tumor and diverticulum. 
The percentage of recurrence cannot be tabulated 
at this time because a sufficient period has not 
elapsed since this operation became so genera ly 
adopted. The popularity of this operation during 
the past three years has probably increased because 
of the short period of hospitalization requisite to 
good end results.” 


hypertorophy . 
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Discussion was opened by Dr. Robert F. Thomp- 
son (El Paso), and closed by Dr. Wear. 

Dr. J. A. Britton, Associate Professor of Medi- 
cine, Northwestern University, Chicago, IIl., next 
speaker, in a paper on “Silicosis,” emphasized 
points in diagnosis, stating that the “silicosis 
racket is becoming a national scandal. Legitimate 


industry is being blackmailed; honest worknien 


are being ruthlessly exploited—and all for the 
financial advantage of a few -unscrupulous law- 
yers.” Dr. Britton concluded: “There is no ques- 
tion but that there have been and are now 
positive cases of disability due to the inhalation 
of silica dust. There is also no question about 
the general health of industrial workers being 
better today than it has ever been. Occupational 
diseases in general, and silicosis in particular, are 
being aggressively studied in every part of this 
country. Just as, in the safety-first movement, 
the elimination or guarding of accident hazards 
was the key-note of its program, so the control of 
dusts and. other unhealthful products. of 
modern industrial processes is one of the prin- 
cipal jobs of the industrial engineer. This is the 
only effective treatment for a condition which is 
potentially a producer of silicosis. Little is there 
for the doctor to do after there is unquestioned 
disability. He can point to the results of a cer- 
tain kind of exposure and can suggest the neces- 
sity for prevention. If his observations are ac- 
curate and conclusive, his advice should be of 
great help in eliminating occupational health 
hazards and preventing the development of new 
cases of dust disease.” 


Discussion, opened by Dr. W. W. Waite (El 
Paso, Texas) was participated in by Dr. R. O. 
Brown (Santa Fe), Dr. L. O. Dutton (El Paso), 
and closed by Dr. Britton. 


A paper by Dr. R: S. Johnson, Chief Surgeon, 
A. T. & S. F. Hospital, La Junta, Colo., on “Trau- 
matic Emboli,” concluded the morning program. 
Dr. Johnson discussed the subject from a sur- 
gical standpoint, considering only the commonest 
agents—thrombi, air; and fat, and the effect of 
their lodging in the lungs, coronary arteries and 
the brain. He spoke of the symptoms, source, path- 
ology, incidence and treatment, and portrayed 
different types of cases which had come under 
his care. 

Discussion was entered into by Dr. C. W. Mayo 
‘Rechester,. Minn.), Dr. W. W. Waite (El Paso, 
Texas), and closed by Dr. Johnson. 

Recess at 12:00 noon for luncheon as guests of 
the Board cf Directors of the Las Vegas Hospital, 
at the North Methodist Church. After luncheon 
was served, Dr. Carl Buck, D.P.H., New York City, 
Field Director, American Public Association, ad- 
dressed the Society on “The Medical Profession 
and Public Health in New Mexico.” 

(To be continued) 
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Hemp Massager Not Acceptable.—The Council on 
Physical Therapy reports that the Hemp Massager, 
manufactered by the Conley Company, Inc., Ro- 
chester, Minn., consists of two rubber balls mounted 
on spindles at right angles to each other. As this de- 
vice is pulled along over the body, the rubber balls 
pinch the skin and by friction lift it and underlying 
superficial tissues above the contour of the body or 
limbs. The Council investigated this massager and 
declared that it did exactly what, in practicing good 
massage, a masseur tries to avoid; it pinches the 
superficial tissues instead of picking up and knead- 
ing deep tissues as well as the superficial. Even if 
the massager faithfully duplicated hand massage 
there are certain statements in the advertising for 
which critical evidence is not available. The Coun- 
cil objected to the claims made for the relief of 
headache, nervousness and constipation. In reality, 
these conditions might be caused by some impaired 


function other than that for which massage is just-. 


ly indicated. The Council regards the advertising 
as objectionable, because satisfactory evidence is 
not in its possession to substantiate the efficacy of 
massage with this unit in the conditions mentioned. 
It has declared the Hemp Massager ineligible for in- 
clusion in its list of accepted devices. (Jour. A.M.A., 
February 10, 1934, p. 455) 





BOOK REVIEWS 

MANUAL OF DISEASES OF THE EYE FOR 
STUDENTS AND GENERAL PRACTIAIONERS. 
By Charles H. May, M. D., Director and Attending 
Surgeon, Eye Service, Bellevue Hospital, New York, 
1916 to 1926, ete. Fourteenth edition, revised, with 
376 original illustrations, including 25 plates, with 
78 colored cifures. Wm. Wood and Co., Baltimore, 
1934, cloth $4.00. 

This manual has long been recognized as a satis- 
factory text on diseases of the eye for students and 
practitioners, and has had wide use, as indicated 
by its many editions and translations into many 
languages other than English. The work is not 
intended as a substitute for more voluminous works, 
such as might be required by specialists, but is a 
very concise and practical] presentation of this sub- 
ject. H. P. M. 





THE MERK MANUAL OF THERAPEUTICS 
AND MATERIA MEDICA. A Source of Ready 
Reference for the Physician. Compiled and pub- 
lished by Merck and Company, Inc., Rahway, N. J., 
1934, $2.00. 

This concise reference hand-book, covering the 


escentials of diagnosis and treatment, contains a 
wea'th of material. This, the sixth, edition in- 
cludes several new subjects and numerous new 
remedies and indications for their use have been 
listed at the end of the various chapters. This 
volume will be very helpful to the physician who 
sees certain of the conditions only occasionally and 
wonders what the latest remedies for them may be. 
The value of the information contained is great as 
compared with the relatively small cost. 

nm. ?P. MM. 





I KNOW JUST THE THING FOR THAT! By 
J. F. Montague, M. D., Medcal Director, New York 
Intestinal Sanatorium. Cloth, $2.00, 265 pp. John 
Day Company, New York, 1934. 

This book that any doctor might safely recom- 
mend to his patients as a sane and common sense 
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treatise upon many of the more common complaints 
which are heard by the doctor and for which sure 
cures are touted over the radio broadcast and in 
magazine advertisements. In this. frank, c'everly 
written presentation, the fallacies and dangers of 
self medication in general and of certain well-ad- 
vertised remedies in particular are given in an en- 
tertaining manner. T>s the laymen who will know 
the facts regarding many of these “sure cures” 
this is a sueful bcok. 

H. P.M. 





THE POWER TO LOVE, A PSYCHIC AND FHYS- 
IOLOGIC STUDY OF REGENERATION. By Ed- 
win W .Hirsch, B. S., M. D., Associate in Urology, 
College cf Medicine, Un'versity of Illinois. $4.00 net. 
Alfred A. Knovf, New York, 1934. 

The title of this book is confusing unless it is un- 
derstood that the author is dealing with “love” in 
its physiological and neurological aspects. It is stat- 
ed to have been written for the layman and pr‘mar- 
ily for men, but in reading the book the question 
frequently presents itself as to whether the layman 
would understand and be adequately directed. Per- 
haps the book’s greatest usefulness would be attain- 
ed by being in the hands of the general medical 
practitioner through whom the information could 
be conveyed to the patient and the suggestions and 
direct‘ons varied according to the patient’s indi- 
vidual problem. H. P. M. 








wte Behind 
MeERCUROCHROME 


(dibrom-oxymercuri-fluorescein-sodium) 
<> is a background of 
Precise manufacturing methods in- 
suring uniformity 
Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem- 
istry of the American Medical 
Association 





A booklet summarizing the impor- 
tant reports on Mercurochrome and 
describing its various uses will be 
sent to physicians on request. 


Hynson, Westcott & Dunning, Inc. 
“eet BALTIMORE, MARYLAND *uet 














OU may expect effective results in all 

conditions which formerly had to be 
treated with cod-liver oil. @ With this tre- 
mendous difference—MINIMS of Parke- 
Davis Haliver Oil do the work of teaspoon- 
fuls of cod-liver oil. Haliver Oil is the original 
halibut liver oil preparation, introduced to 


WHAT YOU 
MAY EXPECT 
PARKE-DAVIS 
HALIVER OIL 


with VIOSTEROL 
to do 
FOR YOUR PATIENTS 


the medical profession in February, 1932. 
@ Both Parke-Davis Haliver Oil with Vios- 
terol and Haliver Oil, Plain, contain not 
less than 32,000 units of vitamin A. In 
addition, Parke-Davis Haliver Oil with Vios- 
terol is equal to Viosterol in Oil in vita- 
min D potency. 





INDICATIONS 


and small children . 
Rickets . 


*Pregnancy 

ye 
*General Debility 
*Malnutrition 


*Haliver Oil, Plain, may be used. 




















For routine administration to infants 


Infantile Tetany and Spasmophilia . .10 to 15 drops daily 


SUGGESTED DOSAGE 
cf Haliver Oil with Viosterol 


- 8 to 10 drops daily 
15 to 20 drops daily 


1 or 2 capsules three times daily 
. 1 or 2 capsules three times daily 
1 or 2 capsules three times daily 
. 1 or 2 capsules three times daily 























Parke-Davis Haliver Oil with Viosterol—in 5-cc. and 50-cc. 
amber bottles with dropper, and in boxes of 25 
and 100 three-minim capsules. 


Parke-Davis Haliver Oil, Plain—in 10-ce. and 50-cc. 


vials with dropper, and in boxes of 
fifty three-minim capsules. 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 


DEPENDABLE MEDICATION BASED ON SCIENTIFIC RESEARCH 








DALLAS SOUTHERN CLINICAL SOCIETY MEETS MARCH 18-22, 1935 





